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Chapter 1 


Early Marriage and Health: Contexts and Connections 


Marriage below the age of 18 years is a global phenomenon that affects 
approximately 67 million girls worldwide (UNFPA 2012). The percentage of 
women in India aged 20-24 years who are married is one of the highest at 77 
percent with only the western and middle African regions showing a higher 
percentage of married women at 79 percent (Andrist et al 2014). 


Marriage in India continues to be largely characterised by its imperative, 
universal nature, with limited shifts in the perception of its importance, its 
forms that fundamentally challenge the institution of marriage itself. The 
popular imagining of marriage has not led to 'love' or self-choice marriage 
replacing ‘arranged' marriages, nor has it diminished the emphasis on lifelong 
marital relationships (Palriwala and Kaur 2014). The hetero-normative, patri- 
local character of marriage continues to be all pervasive as are the values of 
hypergamy' and sanctions around exogamy”. 


Undoubtedly, the extremely strict prescriptions by social kin groups and 
communities, often reinforced by public governance, legal and other institutions, 
iterate and control the norms and values governing marriage. These explicit 
sanctions condone violence against individuals, kin groups that attempt 
to negotiate or breach the patterns of marriage. Any such attempts are met 
largely by negative repercussions with no significant challenge to the marriage 
institution as is. For instance, exogamy - inter-caste self-choice marriages and 
intra-caste marriages that violate village exogamy norms - self-choice marriages 
or those arranged by the family are targeted through honour killings. In such 
a situation of exogamy, even if arranged by family, women are perceived as 
being taken away by those who are not eligible to do so, denying those that are. 
This is intrinsically linked to shortage of women for marriage, i.e. the 'marriage 
squeeze’ that is happening due to the skewed sex ratio in certain parts of the 
country (Kaur 2012). 


———— 

i Hypergamy refers to the practice of marriage into an equal or higher caste or social group. 

i Exogamy refers to the practice of marriage outside of a specific group especially as required by 
custom or law. 


Additionally, understanding factors such as globalisation, changes | in the 
political economy, the movement of capital, people and ideas are significant in 
the context of marriage (Chaudhry et al, Kaur 2012). According toa study, for 
example, amongst working class communities in Tamil Nadu, families were not 
unhappy if daughters had a self-choice marriage because of the costs it might 
save in terms of marriage and dowry expenses (Kaur 2012). 


Evidence points to the linkages between the higher incidence of early marriage 
and poverty, migration, existing gender and sexuality norms (related to virginity, 
motherhood, family honour) and son preference. Concerns around the sexuality 
of young women and negative perceptions tied to the inability to 'protect', 
alongwith perceptions of increased vulnerability and challenge to the honour 
of social kin groups and communities motivate early marriage in situations 
of greater instability either due to violence, cross border immigration and 
migration, vulnerability to natural disasters and communal violence (UNFPA 
2012; Nirantar Trust and Sadbhavana Trust 2014). Poverty is one of the major 
factors underpinning early Marriage, and in situations of acute poverty, young 
women may be regarded as economic burdens and matriage as a family survival 
strategy may even be perceived as in their best interest. Further, situations of 
humanitarian crisis or disruption of social structures, also hasten marriage, 
especially among young women (UNICEF 2001). 


Thus, explicating marriage patterns and practices, particularly in contemporary 
economic, political and demographic contexts, is critical (Chaudhry et al 2010). 
Marriage patterns, alongside other aspects of family formation, are subject to 
acute 'development' pressures such as declining incomes from the land, rapid 
urbanisation, mobility and the volatility of global markets, all of which are 
currently causing profound social upheaval and economic marginalisation. 
The outcome for families is increasing fragmentation and the erosion of their 
structures; families in processes of transitions. 


Historical Evolution of Discourses on Marriage and Consent to 
Marriage in India 


Colonial Hindu conservatism and British-Indian reformist laws were part 
of the twin movements that marked the negotiations and legal discourses on 


regarding child marriage such as the ill effects of birth to parents at such tender 
ages, abortions, child widowhood, population problems and health of mothers 
and children. The British were wary of interfering with traditional customs and 
practices because of the growing unrest and a rising nationalist voice. Their 
initial responses to the issue of child marriage included changes in the age of 
consent, which was raised from 10-12 years in the Indian Penal Code in 1891. The 
opposition to this increase in age of consent and thereby marriage was connected 
to concerns regarding the onset of menarche before consummation. Traditional 
Hindu Indian practice placed a high premium on the act of consummation in a 
marriage on reaching puberty. The opposition to laws changing age of consent or 
prohibiting early marriage was positioned within discourses that linked puberty 
and marriage to other life cycle rites and to eulogised social roles (Sarkar 2001). 
This brought the idea of age and its practice back into the domain of social life 
and its resulting socially ordained responsibilities. Therefore, the attention of 
the colonial administration was primarily on the immediate effects of marriage 
such as early consummation and early pregnancy rather than on the long-term 
psychological effects and impact on health (Nirantar Trust and Sadbhavana 
Trust 2014). 


These culminated in the passing of the Sarda Act in 1929, later renamed as the 
Child Marriage Restraint Act, 1929, which prohibited the marriage of girls below 
the age of 15 years and of boys below the age of 18 years (Ahir 2013). The Act 
established a criminal penalty of detention, fine or a combination of both. The 
British thus tried to intervene through criminal laws, which aimed to restrain 
or control the worst effects of child marriage but did not question the validity 
of child marriages (Francavilla 2011). This meant that 'reforms' were carried out 
within established social and religious diktats without necessarily threatening 
the existing structures of gender inequality (Ray 2000). Thus, the British were 
less concerned about the death of the child bride through forced sex or early 
motherhood, but more with British feminist concerns regarding the aristocratic 
Indian male privilege (Chitnis and Wright 2007). 


Similar concerns informed legal implementation of laws on early marriage 
in post-colonial India (Rajan 2003). Even though, in post-colonial India, there 
had been a steady rise in the age at marriage due to a number of legal, societal 
and economic changes, age continued to be central to the debates around child 
marriage. The age at marriage was raised to 18 years for girls and 21 years 
for boys with the 1978 amendment of the Child Marriage Restraint Act, 1929 
(Nirantar Trust and Sadbhavana Trust 2014). 


The Prohibition of Child Marriage Act was passed in 2006, which sought to 
address the alarming realities of child marriage in India, including the immediate 
and obvious impact on health. In the chequered history of anti-child marriage 
legislation, the Sarda Act embodied colonial practices and perspectives, which 
were seen to be inadequate for current realities. Thus, the Prohibition of Child 
Marriage Act 2006 identifies child marriage as illegal and mandates prosecution 
for all those who aid and abet it. It criminalises child marriage and is the first 
law, which is enforceable universally in India. It establishes that child marriages 
are voidable or void under certain serious circumstances (Francavilla 2011) and 
appoints a Child Marriage Prohibition Officer to oversee its implementation. 
Following this, multiple interventions that use the law to prevent child marriages 


have emerged. 


The law and amendments over the years have been informed by relevant incidents 
as well as interventions by the women’s movements. To a large extent these 
changes have been brought about through sustained campaigns and activism at 
the grassroots level — often at great personal and social costs — such as in the case 
of Bhanwari Devi. On September 22, 1992 the local sathin (grassroots worker) 
Bhanwari Devi" was gang-raped by upper caste men in a village in Rajasthan 
for her attempts to stop the Practice of child marriage. However, Bhanwari’s act 
remains embedded in the politics of rural caste based practices of child marriage 
that are still prevalent in large parts of India. 


Despite these, the rationale and the changes in law have been piecemeal and 
fraught with challenges. For instance, the rescue of Ameena, the child bride, who 
was being forcibly taken away by her elderly Middle Eastern husband garnered 
much public attention but questions on child marriage and gender rights were 
obfuscated by the discourse on minority rights and the uniform civil code 
(Mankekar 1997). j 


Age at Marriage: Current Patterns and Trends in India 


Age at marriage is perceived as a significant determinant of the quality of 
marriage and its consequences. Marriage and its timing are primarily influenced 
by those at the height of social hierarchies and is deeply embedded in the norms 
that govern social kin groups and communities but also draws on negotiations 
between these norms and other demands. For example, marital timing is also 
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tied to ‘questions such as who counts as a suitable marriage partner and whether 
there is a marriage squeeze' (Andrist et al 2014). 


In India, broadly, marriage continues to be early for women, despite serious 
concerns about it's short as well as long term consequences. While the age at 
marriage has been going up for women and men, the pace of increase has been 
extremely slow and indicates disproportionate trends for women and men. 
Women’s age at marriage, for instance, over a 30 year period in India extending 
from 1961 to 1991, has increased by a mere 3 years, i.e. an increase from the mean 
age of 16 years to 19 years (Andrist et al 2014). While definitive changes seem to 
have taken place in the context of marriage for women under 14 years, this has 
not translated significantly to changes in marriage practices for older women. 
Marriages for women above 14 years till their twenties continue to take place 
early. Statistics show that more than one quarter (27 percent) of Indian women 
aged 20-49 years were married before the age of 15 years; over half (58 percent) 
of the girls were married before the legal minimum marriage age of 18 years, 
and three quarters (74 percent) were married before reaching the age of 20 years 
(NFHS 3). In India, the accepted legal age at marriage for women and men has 
been affirmed at 18 and 21 years (PCMA 2006). However, the rationale for this 
as well as the differences in the prescribed age at marriage for women and men 
necessitate further debate and discussion. 


Practices around marriage are also located in a context of growing public 
consensus on the undesirability of child marriage. Increasingly, child 
marriages are taking place not without cognisance of the conflicting demands 
of the imperative of marriage and a growing articulation against it. These are 
negotiated through early arrangement of marriages while delaying cohabitation 
and sexual activity. Studies indicate that the time gaps between these processes 
facilitates delay in childbirth, makes it possible to access education, is perceived 
as providing continued contribution to work by married women in the natal 
family, and even portray families as 'modern' (Andrist et al 2014). At the 
same time, increase in age at marriage does not necessarily imply improved 
social status in the natal nor marital families. Natal families, for exampie, may 
perceive married women as 'burdens' that inhabit the family spaces longer and 
as 'non-contributing' family members (Kaur 2012). 


There are substantial variations in the age at marriage across states, communities 
in India for a range of reasons that are discussed in detail later in the report. 


Early Marriage; Forced Marriage? 


While the narrative of women in particular, but also men who are forced into 
arranged marriages is all pervasive, there are multiple aspects that imply 
'force' and need further deliberation: How should the deployment of 'force' 
be understood in the context of marriage? Are/should all marriages below 
the prescribed legal age in the country be assumed to be forced marriages? Is 
marriage perceived as a right? Can/should its denial be perceived as a violation 
- for example, in the case of widows, LGBTQI persons, persons with disabilities, 
etc. 'Forced' marriages may also include decisions regarding the choice to marry 
or not, for example, lack of say in the timing of the marriage and/or no say in 
the choice of partner, etc. 


An analysis of the extent to which women were able to inform their marriage in 
India showed that for women aged 25-49 years only 4.96 percent were self-choice 
marriages, 34.96 percent were jointly arranged, 22.21 were arranged by parents 
with consent and 37.86 percent were jointly arranged. (Andrist et al 2014). 


There are also instances of women and men choosing to marry below the legal 
ages and is an area that needs to be understood and engaged with further to 
ensure that responses are not disempowering. 


Consequences of Early Marriage 


Marriage at an early age, undoubtedly, causes dramatic changes in the lives of 
young women or adolescent girls, that violate their bodily autonomy and integrity, 
impact daily life experiences and affect their physiological and psychological 
health (George 2002). While these consequences may be true for all marriages in 
general, they are understood to be disproportionately experienced by those in 
early marriages. The practice of early/child marriage affects both men /boys and 
women/ girls, but it affects younger women with higher incidence and greater 
intensity (UNICEF 2012). Early marriages violate girls’ 'rights as individuals, 
truncate their childhood, and frequently deny them a say in the choice of their 
partner and timing of marriage' (UNICEF 2012). 


Marriage invariably changes the claims that women have over the natal family 
resources. Women, once married, are regarded as members of another 'marital' 
family, without any presumptions of support (Iyer 2005). Irrespective of whether 
marriages are within the community or outside it, whether they are arranged or 
self choice marriages, invariably the roles of the women as well as men seem to 
follow stereotypical gendered norms and patterns (Saheli 2007). 
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Early Marriage and Health 


Any discourse on health in the context of early marriage must deploy a gender 
and social determinants lens to understand it better. While there is significant 
evidence that indicates that the earlier the marriage the greater the health 
consequences; the status of health is determined by a range of socio-economic, 
cultural and political factors, from the time of birth. 


The relationship between health and marriage or early marriage is complex. 
While the health consequences of early/child marriage are well established, 
although largely in the realm of maternal health, access to contraception. 
Discriminations based on gender begin early in the natal home, and implications 
of this for health in the context of early /child marriage, needs further study. Any 
strategies therefore to address early/child marriage must also include analyses 
of the status of health prior to marriage. 


Evidence indicates that women, even when they are aware or experiencing a 
health problem, may decide not to divulge it if they fear adverse reactions from 
the family or community. Marital families in general, aspire for healthy women 
as wives, daughters-in-law; the vulnerability of young women and their families, 
for example, worsen because women who are perceived as having health 
problems may experience lower chances of marriage (Iyer 2005). Further, even 
after marriage, for major health episodes such as for parts of the first pregnancy 
period, women in many communities stay with their natal families. According 
to a study from Koppal, Karnataka, almost all married sons received treatment 
when they were sick, but only about 75 percent of those reported by married 
daughters were ever treated, with the gap in unequal access increasing with its 
severity (Iyer 2005). 


Married women also had significantly poorer access to health care as compared 
with unmarried daughters. Natal families seemed to spend smaller sums on 
treatment seeking during pregnancy and sickness for their married daughters 
although they spent substantially on public events such as the wedding, birth 
and other ceremonies. The poor access to health care points to the perception of 
married women as non-contributors to the natal home. 


In contrast, as spouses and daughters-in-law in marital homes, the same study 
documented that married women had much better access to treatment for short- 
term illnesses which could probably be to ensure that they are able to restore their 
health at the earliest and continue to perform their productive and reproductive 
roles crucial for the family (Iyer 2005). 
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Regulation and control over sexuality and mobility also place restrictions on 
women affecting their access to health care outside the household - true for 
women in natal as well as marital homes and particularly for young women. 
Girls who marry early are more likely to be socially isolated, have early and 
high-risk pregnancies, be at risk of sexually transmitted infections, and be more 
vulnerable to intimate partner violence (Bott and Jejeebhoy 2003; Mathur et al 
2003; Jain and Kurtz 2007; Malhotra et al. 2011). 


Early/child marriage particularly in women exposes them to greater risk of 
reproductive morbidity and mortality. The most common consequence of early/ 
child marriage is of early motherhood without adequate information about their 
own bodies, reproductive and sexual health issues, including sexual intercourse, 
contraception, sexually transmitted infections (STIs), pregnancy and childbirth 
(Mensch et al. 1998; Singh and Samara 1998). Despite availability of information, 
girls are likely to be denied access to maternal health care, contraceptive and 
disease prevention services due to social norms and restrictions that limit girls’ 
and women’s mobility, access to information, and resources in the marital home 
(Jejeebhoy 1998; Mathur, Greene et al. 2003) and is likely to be restricted in the 
natal home too. Not only is early childbearing and motherhood a big concern 
for women who have been married young, expression of sexuality is extremely 
bound by social and gender norms that are frequently to the disadvantage of 
women, who bear a huge burden to prove their fertility. 


There is enough evidence available to suggest that maternal deaths are 
considerably higher among adolescents or young women than among older 
women. Adolescent pregnant mothers, who are often already poorly nourished 
before becoming pregnant, run a high obstetric risk for premature delivery, 
giving birth to a low birth weight baby, prolonged and obstructed labour, and 
severe intra-partum and postpartum haemorrhage (Bott 2003). Another study 
indicates that 45 percent of all maternal deaths occur among women of age less 
than 24 years and that 15 percent of these deaths are attributable to complications 
associated with childbirth and pregnancy (Yadav 2006). Similarly a community 
based survey, carried out in rural Andhra Pradesh, suggests that adolescent 
mortality ratios are almost twice as high as those reported for women aged 25-29 
years (1484 and 736 per 1,00,000 live births respectively). Early sexual activity 
also exposes young women to a greater risk of contracting Sexually Transmitted 
Infections (STIs), including HIV/AIDS. Early pregnancy is one of the major 
causes of maternal mortality in India (Yadav 2006). Girls under 15 are five times 


more likely to die during pregnancy and childbirth than women in their twenties 
(UNICEF 2007). 


12 


The health problems linked to early/child marriage not only affect women 
during pregnancy but also the infant following childbirth. Evidence shows that 
infant mortality among the children of very young mothers is higher - sometimes 
twice as high as among those of older women (UNICEF 2007). If a mother is 
under 18 years, the chance of infant mortality in the first year of life is 60 percent 
higher than that of a baby born to a woman above 19 years (Malhotra 2010). 
The likelihood of a low birth-weight infant is much stronger among adolescent 
mothers than among older women. This is primarily due to poor maternal 
nutrition, information about health care, poor access to health care including 
restricted mobility and decision making. Young married women have limited 
access to health information and are often diffident about disclosing any health 
concerns or issues that they may have, due to the fear of adverse responses and 
also due to their social position in their marital homes. 


Health Policy and Programmes 


Health initiatives in India have largely been silent on adolescent health in 
general with early or forced marriage perceived mostly as outside the ambit 
of the health system. Lower ages at marriage are recognised as a health risk 
ie. causing young women to experience poor health outcomes due to early 
marriage, pregnancy, etc. The focus, however, in health and population policies 
has been on the age cohort, for example, of adolescents (10-19 years) and health 
issues amongst them. Early/child marriage has been flagged as a cause of poor 
health outcomes necessitating intervention by the health system. The health 
system with its wide and deep presence is also well placed for opportune 
interventions. 


As policies go, the National Population Policy 2000 (NPP) recognised, for the 
first time, that adolescents constitute an under-served group with special sexual 
and reproductive health needs, and advocated special programmatic attention to 
addressing this population (MOHFW 2000). It advocated specia! programmatic 
attention to delay age at marriage and to enforce the Child Marriage Restraint Act 
1976. However, population control appeared central to this, with early marriage 
linked to early child bearing and contributing to the increase in population 
momentum. 


A more recent initiative, the Rashtriya Kishor Swasthya Karyakram (RKSK) or 
the National Adolescent Health Strategy was launched by the Ministry of Health 
and Family Welfare (MoHFW) in January 2014. The strategy directs a shift from 
the largely clinic-based Adolescent Reproductive and Sexual Health (ARSH) 
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Strategy [since 2006] to a more comprehensive one, to include ‘community- 
based health promotion and preventive care along with a strengthening 6 
preventive, diagnostic and curative services across levels of health facilities 
(RKSK 2014). In the context of early/child marriage, RKSK includes strategies 
to be operationalised through educational and health institutions and indicators 
that specifically focus on early marriage that include enhanced access to 
information to 'create support and influence cultural norms to reduce early 
marriage’. 

While such initiatives offer important opportunities for the health system to 
engage on the issue of early marriage, given the intricate and complex linkages 
between early marriage and health, the nature and extent of the role of the 
health system requires further study and deliberation. 


Human Rights Discourse vis-a-vis Early Marriage 


Support has been growing at national and international levels for strengthening 
gender equity, improving reproductive health and protecting the rights of all 
people, including adolescents, to make informed decisions regarding various 
aspects of their lives. Article 16(2) of the Universal Declaration of Human 
Rights, which has been adopted by many countries including India, states 
that 'marriage should be entered into only with the free and full consent of the 
intending parties’. 


Article 16 of the Convention on the Elimination of All forms of Discrimination 
against Women (CEDAW), which has been ratified by India states that women 
should have the same right as men to 'freely choose a spouse and to enter into 
marriage only with their free and full consent’, and that the 'betrothal and 
marriage of a child shall have no legal effect’. 


Both these documents recognise the close relationship between human rights 
and human development. They also recognise the necessary relationship 
between rights and capabilities: without social and economic capabilities, 
adolescents will be unable to make choices, access services and lead productive 
lives, 


The Convention on the Rights of the Child (CRC) mandates that states 'take all 
effective and appropriate measures with a view to abolish traditional practices 
Prejudicial to the health of the children’, which includes among other practices 
female genital mutilation/cutting and child marriage. 
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The UN Resolution on Child, Early and Forced marriage (2013) which was 
adopted by several countries including India, recognises child, early and forced 
marriage as a human rights violation that 'prevents individuals from living 
their lives free from all forms of violence’ and negatively impacts the 'right to 
education, and the highest attainable standard of health, including sexual and 
reproductive health’. 


Any departure from the obligations enshrined in these Conventions is a 
violation of human rights. However, despite these International Agreements 
and commitments, early/child marriage is prevalent in many parts of the 
world, including in India. 
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Chapter 2 
Methodology 


I. Rationale for the Research 


Recent studies (Nirantar Trust and Sadbhavana Trust 2014 and ICRW 2013) on 
the issue of early/child marriage have highlighted that socio-economic factors 
(education, poverty, urbanisation, standard of living, work participation of 
women, etc.) along with certain cultural and social norms (Gupta et al 2008) are 
key to understanding and addressing early marriage in India. 


The linkages between early/child marriage and health outcomes are also 
acknowledged by a few studies, but these invariably do not extend beyond the 
consequences for maternal, infant health, thus excluding any understanding of 
the impact of early marriage on other aspects of health. Further, the majority 
of the strategies to tackle the issue of early/child marriage have been located 
outside the health system. Recent initiatives by the health system to address 
adolescent health issues and concerns provide key opportunities to explore 
and conceptualise public health interventions, the role of the health system in 
addressing early /child marriage. 


II. Research Objectives 


Sama’s current research on Early Marriage and Health was informed by it’s 
long standing involvement on issues of women’s and adolescent health, public 
health and rights. The research was carried out with the primary objective of 
understanding and ascertaining the current role(s) and strategies by the health 
system in addressing early /child marriage as well as towards recognition and 
addressing of the implications for the health of women in early marriages. 


The research also sought to identify future strategies, including areas for future 
research and action located in the health care system and from a public health 
framework, 
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III. Research Questions 
The research sought responses to the following research questions: 


© What information is available on early marriage in the context of health? 
* What are emergent findings, gaps based on the review of the data? 
* What does the analysis of the data highlight? 


* Which are the areas/issues for which substantial data or information is 
unavailable? 


* Are there any non-public health approaches to early marriage, which could 
be adapted by the public health system? 


e Are there any public health responses to early marriage and what are its 
objectives, perspectives and impact? 


* What could be possible areas for future research and advocacy on early 
marriage and health? 


IV. Research Period 


Review of secondary data and literature was undertaken to address the afore- 
mentioned research questions with information, data being accessed from a 
range of sources and analysis carried out over a period of six months during 
August 2014 and January 2015. 


V. Literature Review 


A review of literature was carried out towards understanding the theoretical 
and empirical dilemmas surrounding the definition of early marriage and also 
towards collection of data and discourse on early marriage from various sources. 
The Chapter I, Early Marriage and Health: Contexts and Connections is informed by 
the review of literature. 


VL. Constituting and Training the Research Team 


The research team consisted of a coordinator and two associates. The team 
underwent in-house orientations facilitated by Sama team members with 
the requisite training and experience in empirical research and by those who 
have been involved with initiatives relating to adolescent health, gender 
and health issues. These orientations enabled a better understanding of the 
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broader context of early marriage in India and facilitated shared perspectives 
on the issue. These orientations also helped the team to become well-versed 
with different aspects of the research, and were a collective on-going process 


through the study period. 


VII. Research Design 


The process involved a systematic mapping of existing literature, information, 
and data relevant to early/child marriage and health outcomes in India. 
Alongside the review of literature, an exercise of mapping health policies, 
programmes and strategies in India that address the health issues with particular 
focus on adolescents as a consequence of early /child Matriage was undertaken. 
The research also included the programmes and strategies, with focus on broader 
adolescent health towards exploring their approach and Scope in the context of 
early/child marriage. 


The research through review of national policies, programmes and strategies 
aimed to identify the ways in which the state delineates and identifies ‘age’ as 
a criteria within its population, adolescent, youth and health programmes. It 
sought to map policies in relation to practices related to age including health, 
marriage, education, etc.; and also to analyse references to, if any, to marriage 
and the idea of marriage in relation to age. 


consequence of early /child Marriage 


° Are linked to Programmes for adolescent and young women focussing on 
education, empowerment, livelihoods, anti-trafficking, etc. 


* Focus on population gtowth, adolescent and youth with implications for age 
at marriage 


Further the selected national and state level policies, programmes and strategies 
were organised into the following categories; 
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¢ Those that directly refer to or address early/child marriage; policies related 
to early/child marriage and health 


* Those that address issues of health, gender equality and are therefore 
relevant to early marriage 


* Those that address adolescent health issues but do not directly address 
early/child marriage 


Apart from this, statistical data over a period of about 20 years Le. starting 
from National Family Health Surveys [NFHS 1] - (1992-98) till District Level 
Household and Facility Surveys [DLHS 3] (2006-07) were reviewed. 


Data Collection 


Data collection was primarily through electronic search of Government websites, 
on-line databases, research reports and academic journals using Internet search 
engine google and google scholar. Few visits were made to libraries in Delhi 
such as Nehru Memorial Museum and Library (NMML), Teen Murti, Jawaharlal 
Nehru University, Central library - Indian Institute of Technology, Indian 
Council of Historical Research and British Council Library for research and 
reference purposes. 


National and State level policies, programmes and strategies were mapped and 
compiled online from websites of central and state departments and ministries, 
such as the Health and Family Welfare Department, Department of Women 
and Child Development, Department for Social Justice and Empowerment, etc. 
Further to this, the team carried out an exhaustive internet search to explore any 
additional state programmes. 


The search strings and keywords used to source relevant policies, programmes, 
reports, papers from journals, global policy documents: <child marriage><child 
marriage and health>, <girl child><adolescent marriage><adolescent 
health><young © women and marriage><early marriage><forced 
marriage><mental health><adolescent reproductive and sexual health><early 
pregnancy><teen pregnancy><married adolescents health><HIV and young 
people><child marriage and poverty> etc. Additionally, these search strings 
were used on google search to ensure that relevant programmes and strategies 
were included <child marriage schemet+state name><adolescent schemetstate 
name><delaying marriagetstate name><adolescent health schemetstate 
name><¢girl child schemetstate name>. 
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VIII. Review and Analysis of Data 


Based on the criteria, six national policies, seventeen national programmes and 

two national strategies were included for review and analysis. In addition, the 

five year plans were also looked into (Annexure 1). Apart from these a total of 

eighteen state programmes were reviewed. 

Statistical data starting from NFHS 1 (1992-93) till DLHS 3 (2006-07) were also 

reviewed: 

* National Family Health Surveys (NFHS) I (1992-93), II (1998-99) and III 
(2005-06) 

* District Level Household and facility Surveys (DLHS) I (1998-99), II (2002- 
04) and III (2007-08) 


* Common Review Mission Reports 2007 to 2012 

° Joint Review Mission Reports 2008 to 2011 

* Annual Health Survey (AHS) 2010-13 

* Sample Registration Survey (SRS) 2010-12 and 2011-13 

* Census of India 2011 

* Technical Report India HIV Estimates 2012 

* HIV Sentinel Surveillance 2008-09 

* Medical Certification of Cause of Deathiv 2008, 2009 and 2010 

* Statistics on Women in India 2010 

° National Crime Records Bureau (N CRB) 2010, 2011, 2012 and 2013 


Of the above-mentioned data sources, largely the National Family Health 
Survey (NFHS), District Level Household Survey (DLHS) and to some extent the 
Annual Health Survey (AHS), Sample Registration Survey (SRS) and National 
Crime Records Bureau (NCRB) included information on prevalence of early / 
child marriage or relevant data on its health consequences. Adolescent and 
young population in National Family Health Survey (NFHS) and District Level 
Household Survey (DLHS) is defined as women and men aged 15-24 years; thus, 


cross tabulating them by age and sex, 
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analysis of the available data from NFHS, DLHS and AHS was limited largely to 
indicators for the age group of 15-24 years. However, for comparative analysis, 
information available for higher age group cohorts such as 25-49 years have also 
been looked into and included. Moreover data below the age of 15 years was not 
available either in the National Family Health Survey (NFHS), nor in District 
Level Household Survey (DLHS). 


The following processes were undertaken for analysis and interpretation of the 


data: 


* 
¢ 


¢ 


+ 


Defining data matrix 

Displaying frequencies of the variables 

Making cross tabulations to check for inconsistencies 
Reviewing basic objectives 

Planning initial tables 

Writing down the results that emerge 

Illustrating results in tables and graphs 

Interpreting results and assessing critically 


Synthesising results in writing a report 


Framework of Analysis 


The framework of analysis includes: 


ideas regarding the conceptualisation of adolescence and age-related health 
issues within state policies and programmes 


* examining the extent and manner in which these policies and programmes 
address early/child marriage and health issues arising out of it: this was 
further analysed on a set of indicators which were maternal and infant 
mortality, nutrition and anaemia and mental and physical health including 
domestic and sexual violence (Annexure 3) 


* the ways in which the policy intervention understands gender and health 


* applying a critical feminist lens to the clauses and programmes within state 
policies to arrive at gaps within the literature 
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Understanding' of Early Marriage for the purpose of the Research and 
Analysis 

According to the law in India, 'child marriage' is below 18 years in case of girls 
and below 21 years for boys (Child Marriage Prohibition Act 2006). However, this 
understanding centres around the criterion of age alone. There is therefore need 
to broaden the understanding of early/child marriage towards incorporating 
concepts of 'choice' and 'consent' (free, full and informed). 


A working definition of early marriage for research was thus developed by 
Sama - Early Marriage to be understood as marriage that is not limited to 
the popular definition of 'child marriage’, as below 18 years/21 years but to 
encompass concepts of 'choice' and 'consent'. Early marriage as determined by 
poverty, patriarchal and gendered social structures, norms and institutions that 
foster perceptions around chastity and honour. However, early’ is also a relative 
concept that poses challenges to evolving any working definition. 


Children, adolescents as well as young people, particularly girls and young 
women are vulnerable and assumed to be in situations of less power that 
compromise decision making and providing of free, full and informed consent 
to marriage. This is even if they agree'or do not express refusal to the marriage. 
Further, girls or young women are less likely to be fully informed about the true 
nature or impact of marriage. 


IX. Limitations of the Research 


* Early marriage defined by factoring the age of the individual as ‘child’ 
Marriage; absence of comprehensive definition, beyond the legal age, of 
marriage. 


* Literature and data that was available pertains to ‘child’ marriage, thus 


extracting relevant information for analysis in the frame of early marriage 
was challenging. 


* — Lack of consistent statistical data sources. Information on age disaggregated 
marital status was not available for many indicators such as age at first birth, 
pregnancy and motherhood, nutrition, anaemia, etc. 


* Literature and data were not available on the impact of early /child marriage 


on a range of health outcomes including with regard to gender violence, 
mental health, etc. 
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Chapter 3 


Early Marriage and Health: Review of Programmes 
and Policies 


Over the years, adolescents and young people in India have largely been 
perceived within a broad spectrum of public health, population or women’s 
empowerment programmes and policies. Discrete plans, policies and 
programmes in India to address their issues had not evolved till more recently. 
However, the perspectives on the health of young people within these have 
also been limited, falling largely within the frame of fertility control and/or 
maternal and child health. 


Since the late eighties, several demographic and health surveys and non- 
government organisational initiatives have flagged the need for urgent 
engagement with regard to adolescent and young people’s health. While these 
have not substantially spoken to the issues of early /child marriage, there have 
been sporadic references to it. Apart from this, health surveys and census data 
in India from 1999 onwards provided important evidence on early marriage, 
adolescent pregnancy, anaemia and unmet need for contraception (Gupta M 
et al 2012). Although, an understanding of adolescents (10-19 years) does 
not directly imply issues of early marriage given that a fair number of them 
are unmarried, they are, nevertheless, a key cohort in this context. However, 
the current research extends itself, wherever possible, to a cohort beyond 19 
years to 24 years, in the context of early/child marriage. This is particularly 
significant as well as challenging as available policies, programmes, and even 
data pertains to different age cohorts. 


This chapter is based on the review and analysis of five year plans, central 
policies, central and state level programmes as well as review of documents 
such as the Common Review Missions (CRM) and Joint Review Missions (JRM) 
as part of the National Rural Health Mission (NRHM) to understand how these 
initiatives have addressed the issue of early /child marriage. 


The chapter has been organised into four parts: 


1. Part One looks into five year plans and national policies, which directly and 
indirectly refer to and/or are relevant to early /child marriage and health. 
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Il. Part Two analyses National level (Central) Programmes and Strategies that 
address adolescent health issues directly and indirectly address early/child 


marriage. 

III. Part Three looks at State level programmes and schemes. 

IV. Part Four focuses on the National Missions including the Common Review 
Missions/Strategies. 


I. Five Year Plans, National Policies in India 


i. Five Year Plans in India 


Five-Year Plans (FYPs) are centralised and integrated national economic 
programmes since 1951, developed by the then Planning Commission towards 
‘assessing all resources of the country, augmenting deficient resources, 
formulating plans for the most effective and balanced utilisation of resources and 
determining priorities'. In the context of early/child marriage and the health of 
young people, the five year plans starting with the Tenth Plan brought attention 
to bear on issues of adolescents (primarily girls). The Eleventh (2007 - 2012) and 
the Twelfth Plan (2012-2017) were able to consolidate this. 


activities, awareness generation amongst peers on health, nutrition, family 
planning, HIV/AIDS, sanitation, environment, etc. However, the focus on 
adolescents draws much needed attention and Provides the scope to reinforce 
the serious concerns around early/child marriage. 


Following on the Tenth Five Year Plan, a Working Group on Youth Affairs and 
Adolescents Development was constituted for the Eleventh Five Year Plan 
(2007-2012). The working group’s approach document makes a determined leap 
forward in understanding key issues related to adolescents including early / 
child marriage and health. The approach calls for a perception of 'girls as much 
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more than just future wives and mothers, as individuals in their own right and 
equal partners in development and nation building’. Gender justice and equity 
are presented as central to the approach; the Eleventh Plan reinforces the need for 
‘expanding opportunities and choices for them and facilitating their (adolescents 
- particularly girls and from marginalised groups) access to knowledge, 
information, skills and services in a friendly and supportive environment to 
facilitate their achieving their full potential. 


The working group report recommends the setting up of a network of Adolescent 
Friendly Reproductive and Sexual Health services within the public health 
system, towards provisioning information to adolescents related to early/child 
marriage, sexual orientation, delayed sexual debut, safer pregnancy, access to 
contraceptives; prevention and management of diseases especially sexually 
transmitted disease (STD) human immuno-deficiency virus (HIV), etc. Inclusion 
of adolescent boys in these programmes was also suggested. Mental health 
issues, in particular, concerns around high suicide rates amongst adolescents 
were raised. Mainstreaming sexuality education in-school and, more so, for 
adolescents in non-mainstream systems was also stressed. 


Specifically, on the issue of early/child marriage, the Eleventh Plan focuses on 
legislative change and awareness raising - through dissemination of information 
on laws, which provide equal share and opportunities to girls in property and 
assets or employment, laws prohibiting dowry and child marriage, etc. The Plan 
also indicates that strategising to prevent the practice of child marriage must not 
be restricted to traditional cultural practices but must be located in the emerging 
complex scenarios and circumstances that young girls are situated in today. The 
Plan calls for ‘compulsory registration of marriages and verification of age at the 
time of marriage’. 


The Eleventh Five Year Plan also proposes a conditional cash and non-cash 
transfer scheme towards birth, registration of girls, immunisation, school 
enrolment and delay in marriage beyond 18 years. The Eleventh Plan is a 
definitive move forward with regard to early/child marriage, particularly in the 
context of the public health system. It creates significant linkages for a more 
comprehensive understanding of early/child marriage as a public health and 
rights issue. 


In the Twelfth Five Year Plan, a Girl Child Specific District Plan of Action was 
proposed with a focus on Districts, Blocks with low child sex ratio (CSR) and high 
child marriage in about 100 non-SABLA districts on a pilot basis. Measurable 
outcomes of increased child sex ratio (CSR) and age at marriage was proposed 
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to be developed through partnership between civil society organisations and the 
local administrative machinery. 


The Working Group on Child Rights for the Twelfth Five Year Plan (2012-17) 
lays further and specific emphasis on standardising the age for adolescents 
and including 10 to 18 years for harmonising varied guidelines under different 


schemes. 


The subject of early marriage has largely been dealt with as part of the 
government's initiatives on women’s reproductive health or empowerment 
of adolescent girls. Thus, new initiatives were formulated and implemented, 
realising that there was no single programme or scheme directed specifically 
to address the issue of early/child marriage and its implication on adolescent 


health. 


ii. National Policies related to Early/Child Marriage and Health 


The national policies examined in this section cover a wide duration with the 
earliest dating back to the year 1991 and the most recent to 2014. The policies 
included in the research were conceptualised to address very diverse objectives 
and consequently, the perception and strategies to address early /child marriage 
were wide-ranging. Further, not all the policies address early /child marriage 
but may address health issues that are also relevant for those in early/child 
matriages. 


The key national policies that have been studied and analysed include: 


° Policy on Control of Nutritional Anaemia (1991), Ministry of Health and 
Family Welfare (MOHFW) 


* The National Population Policy [NPP] (2000), Ministry of Health and Family 
Welfare (MOHFW). 


* National Health Policy [NHP] (2000, 2014), Ministry of Health and Family 
Welfare (MOHFW). 


* National Policy for the Empowerment of Women (2001), Ministry of Women 
and Child Development (MWCD). 


* The National Policy for Children (1974, 2013), Ministry of Women and Child 
Development (MWCD). 


* National Youth Policy [NYP](2014), Ministry of Youth Affairs and Sports 
(MOYAS). 
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These policies may be categorised into two broad sections: those that refer 
directly to early/child marriage and those that address issues of health, gender 
equality and are therefore relevant to early marriage. 


ii.a. Policies that refer directly to early/child marriage 


The National Policy for Empowerment of Women (2001) addresses discrimination 
against the girl child and violation of her rights within and outside the family, 
particularly the implementation of laws against child marriage and also sex 
selection, child abuse, child prostitution, etc. The policy talks about the need to 
address the problems of infant, maternal mortality and child marriage and also 
the need for robust data on deaths, births and marriage. This policy recognises 
the need to suitably address the issues of child marriages and spacing of 
children; the critical need of men and women to have access to safe, effective and 
affordable methods of family planning of their choice. Strengthening access to 
education, compulsory registration of marriage and special programmes like the 
Balika Samriddhi Yojana (BSY) are recommended to delay the age at marriage 
with the goal of preventing child marriages by 2010. 


The policy, thus, locates child marriage within the framework of non- 
discrimination and rights. It also makes linkages between child marriage, family 
planning, spacing of children - a perspective that may stem from concern for the 
health of young girls but is also undoubtedly concerned with fertility regulation, 
reduction of fertility rates amongst young people. 


This agenda is also clearly mapped by the National Population Policy (NPP 2000), 
which states that ‘couples below the poverty line, who marry after the legal age 
of marriage, should register the marriage, have their first child after the mother 
reaches the age of 21 years, accept the small family norm, and adopt a terminal 
method after the birth of the second child, will be rewarded! (NPP 2000). 


The policy also flags the need for strict enforcement of the Child Marriage 
Restraint Act, 1976. While the NPP 2000 recognises that adolescents constitute 
an 'under-served group with special sexual and reproductive health needs, and 
advocates special programmatic attention to addressing this population’, the call 
for such focus is seemingly linked to the concerns around population growth 
with the prevention of child marriage as a means to control fertility. 


Under its National Socio-Demographic Goals for 2010, the NPP promotes 
delayed marriage for girls - marriage not earlier than 18 years and preferably 
after 20 years of age; 100 percent achievement in registration of births, deaths, 
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marriage and pregnancy. The Policy also states that 50 percent of girls marry 
before the age of 18 years, resulting in a typical reproductive pattern of 'too early, 


too frequent, too many’. 


The National Policy for Children (2013), does not talk about early / child marriage 
but includes 'married children' as a vulnerable group along with children of 
manual scavengers, children of sex workers, children of prisoners, etc., and 
mandates that they should be tracked, rescued, rehabilitated and have access 
to their right to education (NPC 2013). Thus, the policy adopts a 'protectionist' 
approach that encourages tracking, rescue and rehabilitation. However, in the 
context of married children, its operationalisation is unclear and raises several 
questions: Are all 'married children’ - implying all women and men below 18 
years - put through a process of rescue and rehabilitation? What if these were 
self-choice marriages - what would be the process followed and similarly if they 
were arranged by families but with the consent of the children? 


Legally child marriages are voidable; what would the implications of strategy 
of 'rescue, rehabilitation’ imply in such a context? Further, this also raises issues 
around consent-the optimal minimum age for consent. Further the concept 
of coercion that often accompanies processes of 'rescue and rehabilitation’ 
necessitates critical reflection. 


The National Youth Policy (NYP 2014) supports youth at risk and strives to 
create equitable opportunities for all disadvantaged and marginalised groups. 
In doing this, the policy suggests the need for greater monitoring and media 
attention to prevent illegal social practices such as child marriage, dowry, 
honour killings, and caste based discrimination and stigmatisation of Lesbian 
Gay Bisexual Transgender (LGBT) youth. It talks about education and moral 
transformation as ways of getting rid of stigma and discrimination. The NYP 


actor in contributing to social change, lack of a more comprehensive strategy 
and fostering of linkages with other actors and institutions becomes extremely 
limited. 


1i.b. Policies that address issues of health, gender equality and are therefore 
relevant to early marriage 


The National Policy on Control of N utritional Anaemia (1991) and the National 
Health Policy (2002) do not directly talk about early/child marriage. The former 
focuses on nutrition issues, the linkage with anaemia and on identification and 


28 


treatment of severely anaemic persons, promotion of regular consumption of 
iron rich foods and provision of supplements to the high risk groups. 


The National Health Policy (2002) addresses women’s health, acknowledging 
that women along with other under-privileged groups have disproportionately 
poor access to health care. The policy commits to resources for strengthening 
women’s access to health care. Although there is no direct reference to early/ 
child marriage by the policies, the areas that they cover have close connections 
to early marriage. For example, early/child marriage, childbirth compounded by 
other socio-economic factors such as gender, poverty, caste, disability, etc. have 
direct implications for nutritional status, anaemia. The National Health Policy 
(2002) in addressing women’s health, gender inequality and discrimination 
may also imply issues around early/child marriage; however, these need to be 
expressly stated and strategies to address them clearly developed. 


However, the recent draft National Health Policy (2015), which is still in the 
process of finalisation, does not include a discrete focus on adolescent health, and 
is merged with the discussion and concerns on children’s health. Further, the only 
reference to early/child marriage is in the section on ‘population stabilisation’ in 
the context of improved fertility levels - 'The changed situation however is that 
21 states have already achieved replacement levels of fertility rates and in these 
states the strategic objectives now are better and safer contraceptive choices, with 
a further push back in age of marriage and improvement in spacing! (NHP 2015). 


II. National Level (Central) Programmes and Strategies that 
address Early/Child Marriage 


According to NFHS 3, 47.3 percent of women aged 20-24 years were married by 
the age of 18 years. Considering the fact that adolescents — particularly girls — 
are a vulnerable group with special needs, including in the area of sexual and 
reproductive health, this research also included programmes and _ strategies, 
with particular focus on adolescent health issues. Seventeen national! level 
programmes, (Annexure 1) and two strategies were analysed to ascertain their 
areas of focus and if these in any way were relevant to addressing early / child 
marriage. 


i. Central Programmes and Schemes 


The Bal Vivah Virodh Abhiyan (Child Marriage Protest Programme) 2005, initiated 
by the National Commission for Women (NCW) specifically focuses on children 
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with the objective of preventing child marriage. It is a nationwide ae 
programme against child marriages in the states of Rajasthan, Bihar, Chhattisgarh, 
Madhya Pradesh, Jharkhand, and Uttar Pradesh and aims to create awareness 
and take preventive measures to curb child marriages using state machinery. The 
strategies include organising rallies, forming watch groups in villages to report 
child marriage, publication of advertisements in regional newspapers to generate 
awareness in the rural areas and working with the state and local administration 
to intervene and stop them. (NCW, Annual Report, 2005-06 Chapter 10). 


The Bhagyashri Kalyan Bima Yojana 1999 and the Dhanalakshmi Yojana 2008 
by the Ministry of Women and Child Development (MWCD) are conditional 
cash transfer schemes that address child marriage within the educational, school 
system. Both aim to increase enrolment and retention of girls in the school 
system towards raising their age at marriage. The Bhagyashri also provides an 
insurance coverage if the girl remains unmarried till the age of 18 years. 


The Integrated Child Protection Scheme (ICPS 2009-2010) looks to facilitate 
effective implementation of legislations for child protection in the states and 
districts, including the Child Marriage and Restraint Act (1979), Immoral Traffic 
Prevention Act (1986), Pre-Conception and Pre-Natal Diagnostic Techniques 
(Prohibition of Sex Selection) Act (1994), Protection of Children from Sexual 
Offence Act (2012), etc. The ICPS is based on the principles of 'protection of 
child rights' and ‘best interest of the child', and contributes to the improvements 
for the well-being of children in difficult circumstances. It also strives to 
reduce vulnerabilities to situations and actions that lead to abuse, neglect, 
exploitation, abandonment and separation of children from their families. It 
provides sponsorships to families to enable children to continue to remain in 
the family and continue their education. Support towards preventing children 
from becoming destitute or vulnerable, running away, being forced into child 
marriage, forced into child work, etc., is also a mandate. ICPS lays emphasis 
on the role of advocacy, public education and communication towards certain 
child abusive practices that are supported or accepted by society in the name of 
tradition and culture: child marriage, child labour, 'female foeticide', infanticide, 
gender bias among others. It recognises that very often mere formulation of 
legislations and policies are not enough to change mindsets. 


of health including sanitation, hygiene, nutrition, gender concerns. The SHP 
focuses on physical and mental health through government and private aided 


schools covering around 22 crore students all over India. It does not, however, 
include any strategies to directly address early /child marriage. 


The SHP provides an important opportunity to expand its contours to include 
issues of early marriage - physical health concerns but particularly mental health 
issues that may be consequent to marriage that is early and/or forced. Although 
the programme itself may not be accessed by young women and men who are 
married, building perspectives and mobilising consensus around the issues of 
early /child marriage become critical. 


Adolescent Education Programme (AEP 2005), initiated by Ministry of Human 
Resource Development (MHRD) and National AIDS Control Organisation 
(NACO) is implemented at secondary and senior secondary school levels. It 
aims to equip every adolescent with information, knowledge and life skills to 
protect themselves from HIV infection and manage their concerns pertaining to 
reproductive and sexual health. A substantial number of persons infected with 
sexually transmitted infections (STIs) and reproductive tract infections (RTIs) are 
adolescents. The AEP states that ‘over 35 percent of all reported AIDS cases in 
India occur among young people in the age group of 15-24 years and more than 
50 percent of the new HIV infections are taking place among them (NACO, 2005)’. 
Although the AEP acknowledges these concerns, it does not sufficiently make 
the linkages between HIV and marriage, including early marriage, with its focus 
concentrated largely on HIV transmission outside of marriage. 


The National AIDS Control Programme (NACO 1992) does not address any 
health issues arising from early/child marriage but aims to develop awareness 
and a positive attitude toward population and development issues leading 
to responsible behavior among students and teachers and, indirectly, among 
parents and the community at large. It focuses on prevention of HIV infection, 
albeit only among high risk groups such as commercial sex workers, men who 
have sex with men, truck drivers, etc. 


The programme acknowledges that young people are at high risk of 
contracting HIV infection as they become sexually active during adolescence. 
It also recognises that young women are biologically more vulnerable to HIV 
compounded by their 'lack of access to information and lesser power to exercise 
control over their sexual lives and that early/ child marriages pose particular 
risks to young people, especially for women. 


It is an established fact that women in early marriages are located at the lower end 
of the power hierarchies within households, and negotiations, expressions vis- 
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a-vis gender and sexuality and with regard to access to information, npn 
mobility, decision making, etc. are particularly challenging. Although NA 
acknowledges various pertinent issues, implementation remains narrow. 


The Integrated Child Development Services (ICDS 1975), Ministry of Women and 
Child Development and The National Iron + Initiative (2013), by the MOHFW 
aim to improve the status of anaemia and health of vulnerable groups, including 
adolescents. The NIJis restricted to information dissemination on anaemia but does 
not examine nor address structural issues and causative factors of anaemia. This is 
evident from the very vertical nature of this initiative and its separate functioning 
from the ICDS. While anaemia, nutrition and consequent health outcomes are 
extremely serious and unfortunately pervasive among young people, particularly 
women in situations of early marriage, their perspectives and design remain 
narrow, with complete disregard of analysis of issues of poverty, gender, access to 
food and nutrition and the lack of power and capacities in decision making. 


The Janani Suraksha Yojana (JSY ) and Janani Shishu Suraksha Karyakram (JSSK) 
under the NRHM, focus on reducing maternal and infant mortality with emphasis 
on institutional deliveries and Providing services such as, free and cashless 
delivery, antenatal care, immunisation of children, 24x7 obstetric care at Primary 
Health Centre (PHC) level, free transport from home to health institutions, etc. 
The JSY is a safe motherhood intervention that provides graded cash assistance 
to promote deliveries at health institutions by skilled personnel for poor women 
towards reducing maternal mortality and neonatal mortality. The JSSK initiative 
aims to provide completely free and cashless services to pregnant women 
including normal deliveries and Caesarean operations and for sick new born (up 
to 30 days after birth) in government health institutions in both rural and urban 
areas. 


Initially the JSY included certain conditionalities for eligibility to access - women 
below the age of 19 years as well as women who had already had two children 
were not allowed access to institutional delivery under this scheme. This clearly 
reinforced the perspective of fertility control' and also restricted access to women 


adverse implications it has for women, particularly from vulnerable groups and 
communities who needed them the most. 


While these programmes do not directly address early /child marriage they 
include services that are universal and therefore also implied for those, who 
are In situations of early /child marriages, early pregnancy and childbirth, etc. 
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However, review of these programmes and their analysis indicates the absence of 
clear and systematic linkages of early / child marriage with health. This has varied 
implications, including huge deficits in information, data and understanding of 
issues of access to services for women and men in early/child marriages, as well 
as the implications of early /child marriage for health outcomes. 


ii. Strategies focussing on Adolescent Health Issues 


ii.a. Rashtriya Kishor Swasthya Karyakaram (RKSK) 


The Rashtriya Kishor Swasthya Karyakaram (RKSK) or the National Adolescent 
Health Strategy launched by the MoHFW in January 2014 envisages a shift in 
addressing adolescent health in the country. In the context of early marriage 
(RKSK documents use the terms 'early' or 'child' marriage), RKSK includes 
preventive and promotive strategies to be operationalised through educational 
and health institutions and indicators that specifically focus on early marriage 
that included enhanced access to information to ‘create support and influence 
cultural norms to reduce early marriage’ as well as conception and contraception. 
The RKSK as a strategy aims at making adolescents realise their full potential 
by making informed and responsible decisions related to their health and well- 
being. It acknowledges the patriarchal social norms prevalent in India, women 
and adolescent girls continue to face gender discrimination, evident in the 
declining sex ratio, early marriage, incidence of domestic violence, under-age 
pregnancy, unsafe motherhood, increasing incidence of sexual abuse, lower 
school enrolment and higher drop-out rates. Teenage pregnancies, as RKSK states 
are common owing to early marriages and the following familial and societal 
pressure on girls to prove their fertility. And early marriages, early child-bearing 
are twice as common in rural areas compared to urban towns and cities. The 
RKSK seeks to address early marriage through the following interventions: 


* Social pressure to address concerns related to early marriage, conception 
and contraception. 


* Incorporation of the consequences of early marriage and pregnancy In life 
skills focused adolescent education programmes (AEP) in schools, including 
residential schools. Incorporation of information on the consequences of 
early marriage and pregnancy in relevant curricula in other educational 
institutions. 

* Addressing the consequences of early marriage and pregnancy, contraceptive 
needs of young couples during adolescent health day (AHD). 
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* Addressing the consequences of early marriage and pregnancy, contraceptive 
needs of young couples through SABLA scheme (DWCD), teen clubs of 
Nehru Yuva Kendra Sangathan (NYKS) and through other relevant schemes. 

* Communication with individuals, families and communities, including 
men, to create support and influence cultural norms to reduce early marriage 
(such as information on the legal status of early marriage) and pregnancy. 

The RKSK suggests the following indicators for monitoring knowledge about 

the consequences of early marriage: 

* Percentage of adolescents with knowledge of risks of early pregnancy 

* Percentage of influencers (such as mothers-in-law, fathers-in-law) with 
knowledge of the risks of early pregnancy 

The RKSK provides an important opportunity and space to influence public 
health strategies towards enhancement of adolescent health, including addressing 
the issue of early marriage. However, the consequences of early marriage are 
perceived largely in the context of early child bearing. While early child bearing 
is undoubtedly a critical issue with serious implications for the health of women 
and children, the RKSK provides an extremely important space and opportunity 
to engage with adolescents as well as others - including parents, peers and 
health and educational institutions. 


The RKSK as a strategy looks at multiple aspects and issues of young people 
including gender based violence, understanding and operationalising the 


Further, the implementation of different initiatives that the RKSK seeks to foster 


the RKSK implementation was initiated only in January 2014, there is need to 
closely monitor, inform and follow up the strategy as it evolves. 
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ii. b. Adolescent Reproductive and Sexual Health Strategy (ARSH) 


The Adolescent Reproductive and Sexual Health (ARSH) strategy was initiated in 
2006 under the Reproductive and Child Health (RCH-II) Programme and NRHM. 
The ARSH strategy includes reducing the incidence of maternal mortality and 
teenage pregnancy, meeting unmet contraceptive needs, lowering incidence of 
STIs and preventing the rising incidence of HIV / AIDS in 10-19 years age group. 
It also acknowledges the reasons for female mortality are due to prevalence of 
discrimination, lower nutritional status, early marriage, complications during 
pregnancy and childbirth among adolescents. The strategy emphasises: 


* Selection of districts based on indicators of adolescent health. For example, 
low age at marriage, teenage pregnancy, HIV infection. 


* Planning of special surveys to get information on mean age of marriage of 
adolescents in selected districts. 


* Promotion of behaviour change communication on delaying marriage 
and first pregnancy, importance of spacing, fertility awareness, menstrual 
hygiene, and care during pregnancy with the unmarried and married girls/ 
women and boys/men. 


* Build a supportive environment for adolescents to seek information and 
services; special focus on the role of Panchayati Raj Institutions (PRIs) in 
monitoring teenage pregnancy and early marriages. 


The Adolescent Friendly Health Clinics (AFHCs) as part of the ARSH strategy 
are incorporated under the RKSK strategy, since January 2014. 


ii.c. National Strategy Document on Prevention of Child Marriage (2013) 


This is an initiative of the MWCD, and ‘aims to provide an overall strategic vision 
of the Government of India to eliminate the practice of child marriage. With this 
purpose, it provides broad guidance to State and District Governments to help 
them shape their interventions to end child marriage’. The Strategy envisions 
a comprehensive approach to child marriage. It has two broad objectives that 
promote long term shifts in mindsets to prevent child marriage and to ensure 
implementation of protection mechanisms including legislation to prevent child 
marriage. The strategy identifies six areas of action including (i) law enforcement, 
(ii) access to quality education and health care, (iii) changing mindsets and 
social norms, (iv) empowerment of adolescents, (v) knowledge and data and (vi) 
development of monitoring indicators. 
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It suggests linkages with the ICPS structures and statutory bodies for detection 
and referrals towards provision of care and protection. Strategic directions are 
provided in cases of children who are already married - 'not to be sg Cissy 
when accessing health, nutrition, education and employment programmes’. 


As a strategic action, it plans to ensure that in cases of children being married, 
solutions which promote the institutionalisation of children are avoided, unless 
this is in the best interests of the child and for a temporary time. The support 
of social workers, community mobilisers and Panchayati Raj Institutions (PRIs) 
may be sought to find creative solutions for children to be safe and continue 
their education. It also seeks to facilitate and strengthen existing Child Helplines 
in the districts; and proposes mechanisms for promotion of awareness on child 
matriage and for referrals. 


The National Strategy on Child Marriage is a positive step forward. However, 
even while acknowledging that early/child marriage impacts both girls and 
boys, the focus of the strategy is on early marriage of girls. While girls are 
indeed more vulnerable to the consequences of early /child marriage than boys, 
it is important to develop action plans that address the issue of documenting 
the problems faced by boys who get married at an early age in order to create 
evidence and take necessary action. This loophole in the Strategy document is 
carried forward in the draft National Plan of Action to Prevent Child Marriage, 
which is part of the National Strategy. It contains an array of proposed actions 
relating to implementation of law, capacity building of functionaries, creating 
a knowledge base, generating awareness at all levels including reaching out to 
children through the education system. But there is nothing in the present draft 


This strategy document is an important mandate that also recognises the access to 
quality health care while addressing other larger concerns around social norms. 
Although the Strategy document presents several issues, its operationalisation 
necessitates sustained advocacy, engagement and review. 


III. State Level Programmes and Schemes 


Delhi [Kishori Shakti Yojana (modified) 2000]; Gujarat (Mamta Taruni Abhiyan 
2006); Andhra Pradesh (Balika Mandals 2000); Madhya Pradesh (Ladli Lakshmi 
Yojana 2007); Punjab (Apni Beti Apna Dhan 1994) and West Bengal (Kanyashree 
Prakalpaa 2013), and Karnataka (Bhagyalakshmi Yojana 2006). 


The programmes focus broadly on the girl child and raise a range of issues 
including sex selection, discrimination, empowerment, health, education as well 
as early/child marriage. All the seven programmes and schemes are focused on 
unmarried adolescent girls and in the context of early/child marriage among 
girls primarily seek to prevent it before 18 years. The Kishori Shakti Yojana 
(Delhi) and the Mamta Taruni Abhiyan (Gujarat) address nutrition and health 
concerns of unmarried adolescent girls and the issue of child marriage through 
awareness building. Improving health services for unmarried adolescent girls 
and convergence with nutrition programmes are also mandated by them. 


The issue of child marriage is central to the Ladli Lakshmi Yojana (Madhya 
Pradesh), Apni Beti Apna Dhan (Punjab) and is addressed through provision of 
incentives. The former provides staggered incentives to girls or their families on 
her behalf for education and health needs, which amounts to Rs 1 lakh. This is 
given on completion of 21 years of age if not married before 18 years. The latter 
provides Rs 25000 at 18 years if the girl is unmarried. 


The Bhagyalakshmi Scheme (Karnataka) is for girls from families living below 
the poverty line (BPL) and provides financial assistance of approximately Rs 1 
Lakh to girl children upto two girls in each family if unmarried at 18 years. This 
amount is paid as financial assistance, scholarship and insurance for medical and 
educational needs and in case of accidents. Similarly, the Kanyashree Prakalpaa 
(West Bengal) a more recent initiative aims to' reduce the prevalence of child 
marriage in West Bengal and improve the status and well-being of the girl child’, 
through incentivising schooling for girls through scholarships, vocational or 
sports training towards delaying their marriages until the age of 18 years. 


Both the Ladli Lakshmi Yojana and the Bhagyalakshmi scheme subscribe to 
conditionalities including adoption of permanent methods of contraception by 
parents of the girls covered by the schemes. The Ladli Lakshmi Yojana further 
emphasises the two child norm, with benefits of the scheme accessible only for 
those families that have a maximum of two children with certain exceptions in 
the case of twin girls. The Ladli Lakshmi Yojana's primary objective is to prevent 
sex selection and female infanticide and assumes that financial support by the 
state increases the chances of survival of the child. The Bhagyalakshmi scheme 
recognises that children upto 18 years constitute a significant percentage of the 
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total population and is committed to their welfare and development. It lays 
emphasis on building a protective environment to ensure children’s access to 
education, protection from economic and sexual exploitation and to enable them 


to lead their lives with safety and dignity. 


The Balika Mandals (Andhra Pradesh) focus on awareness building on a range 
of social issues pertinent to adolescent girls and skill development training in 
home-based activities, including on child marriage. 


Apart from these about eleven state schemes and programmes (Annexure I) were 
identified as potential initiatives that were relevant to address the issue of child 
marriage through strengthening awareness on the issue. These programmes are 
largely educational and vocational skill building programmes and currently, 
they do not address the issue of early /child marriage. 


The state level programmes and schemes that address early/child marriage 
evidently employ multiple strategies - through incentives for girls although 
with conditionalities, awareness building and through improvements in access 
to health care and education. 


IV. National Missions including Common Review Missions 


i. National Health Mission (2012-2017) 


The National Health Mission (2012-2017) recognises numerous physical and 
mental health consequences associated with early age at matriage for girls. 
It states that girls aged 15-19 years are twice as likely to die in pregnancy or 
childbirth as compared with women aged 20-24 years. It acknowledges the 
limited autonomy and mobility of young women in marital situations, which 
has negative consequences for access to health information and services. The 


Raj Institutions (PRIs) and Urban Local Bodies (ULBs) representatives in the 
s0vernance and oversight of health services, and undertake proactive efforts 
for convergence and concerted action on social determinants of health, ...child 
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marriage, gender and social inequity.’ The NHP also points to the decline in the 
total fertility rate as ‘another advantage' of delaying age at marriage among girls. 


Thus, the NHM makes important and comprehensive linkages between child 
marriage and health. It also conceives the need for addressing child marriage at 
multiple levels - at the community through institutions of local governance but 
also through health institutions. However, the NHM also views delaying age at 
marriage as an important strategy towards addressing the country’s population 
goals, which is likely to continue to reinforce focus on population control, family 
planning targets, etc. 


ii. Review Missions as part of the National Rural Health Mission (NRHM) 


The Review Missions as part of the NRHM and now the National Health Mission 
(NHM) have been an important monitoring mechanism. Eight Common Review 
Missions (CRMs) and seven Joint Review Missions have been undertaken so 
far which were assessed for the purpose of the current research. These reports 
(except of the 8th CRM which is yet to be available in the public domain) have 
provided important insights into progress though the period of the NRHM and 
subsequently the NHM, have facilitated the identification of gaps. 


The reports focus on varied facets of the NRHM - including access and quality 
of health care services, human resources, strengthening outreach services, 
knowledge management, financial management and others. The annual common 
review missions almost had no reference to early marriage, except for a fleeting 
reference in the third Common Review Mission (CRM) 2009 that states Vetere 
was little evidence of convergent efforts at addressing malnutrition, vector- 
borne diseases, age of marriage, school health, etc. above the Village Health and 
Sanitation Committee (VHSC) level', in the context of Madhya Pradesh. 


Under the RCH component of NRHM it further mentions that ‘Notwithstanding 
the gamut of interventions proposed for improved reproductive health of 
women, the state reports of the CRM reflect that almost all states appear to have 
a predominant focus on increasing institutional deliveries through the Janani 
Suraksha Yojana (JSY) as a critical measure of improving maternal health and 
reducing maternal mortality.’ However key interventions in the NRHM for 
improving RCH include: improving maternal health, strengthening family 
planning for population stabilisation, improving newborn and child health 
(through a package of interventions for newborn care, immunisation, etc.), and 
pilot interventions for adolescent health through adolescent friendly health 
services. 
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Other areas are appropriate management of Reproductive Tract aig 
Sexually Transmitted Infections (RTIs/STIs) and expansion of services for 
Medical Termination of Pregnancy (MTP), which are being overlooked. It 
further reiterates that some of the reports highlight the fact that other services 
for women such as screening and management of RTIs/STIs and adolescent 
reproductive health services are largely missing (CRM 2009). 


The Joint Review Mission (JRM) reports, however, have with more regularity 
talked about the progress as well as the gaps vis-a-vis strategies for prevention 


of early marriage. 


‘Age of Marriage' along with other issues has been identified as an important 
theme for mass media campaigns (II JRM 2006). In others (II and III JRM) age at 
marriage has been identified as requiring strengthened efforts in the context of 
family planning, contraception prevalence rates (CPR). The need for addressing 
child marriages as a socio cultural problem and the need to address them are 
also flagged; the need for action at the level of Panchayats is recommended (II 
JRM). The JRM VI, however observes that 'more than 60 percent of antenatal 
clients were primi (primipara) with age of mother less than 18 years. Special 
information education counseling (IEC) focus is required on age of marriage’. 


According to the report, age at marriage is a concern: 41.3 percent girls married 
before age of 18 years (for marriages conducted during the DLHS3 survey period); 
54.7 percent of currently married women aged 20-24 years were married before 
age 18 years. The report also recommends that 'the state identify the reasons 
for early/child MIatriage of girls and take urgent steps through information, 
education, communication (IEC) / behavior change communication (BCC) and 
counselling (using frontline workers or other health providers), 


The subsequent report, i.e. Joint Review Mission VI] reports on an ‘action 
plan developed for the period July 2009 - March 2010, focussing on selected 
themes that have substantial impact in addressing RCH outcomes'. It states 
that materials for mass media were developed on various issues including age 
at marriage. 


Conclusion 


While some Programmes, schemes that address health issues of girls, young 
women do talk about child /early marriage, the latter is not necessarily viewed 
comprehensively nor as a public health concern. However, the more recent 
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National Health Mission refers to early/child marriage as a determinant of 
health, which is an important acknowledgement. 


The limited involvement of the health system is, however, extremely concerning 
given the extent and serious implications for the health of a large number of 
women and men - for example, deaths of young women during childbirth and 
high mortality in children born to very young girls. Thus, advancing of maternal 
and child health which are key goals of the health system are not entirely 
possible while the issue of early marriage is not comprehensively addressed. 


The review of current policies, schemes and programmes raise key issues. 
They assume a narrow understanding of marriage - the imperative of marriage 
especially for women remains central, while issues around choice and consent 
continue to be marginal or absent in the current discourse on early/child 
marriage. 
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Chapter 4 


Early Marriage and Health: What the Data Reflects? 


This chapter examines available data from the national, district level health and 
other demographic surveys on early/child marriage and health indicators. The 
chapter is divided into two parts - Part One presents and discusses existing data 
on prevalence and age at marriage; Part Two presents implications for health 
outcomes with specific reference to select available indicators on health and 


access to health services. 


The data that is presented and discussed in this chapter is primarily referred 
to from the National Family Health Survey (NFHS). However, other sources of 
data that are mentioned previously, in Chapter 2 of the report such as the District 
Level Health Survey (DLHS), the Annual Health Survey (AHS) have also been 
studied and wherever relevant, supplement the NFHS data. 


The sampling, frequency of data collection, the issues on which information is 
collected by these surveys and surveillance mechanisms are varied, creating 
challenges for a comparative review and analysis. The NFHS, DLHS and 
AHS - the three most relevant data sources - are part of information systems 
implemented by the public health system. They provide key sources of data on 
population, health, and nutrition at the national as well as at the district levels, 
gathered at different frequencies ranging from a year to several years. 


This chapter has attempted to analyse the trends across these Surveys and 
time frames, although data across the rounds for all variables were not always 
comparable. For example, NFHS 3 included a representative sample of ‘all 
women! aged 15-49 years and men aged 15-54 years, unlike earlier Surveys in 
which only ever-married women aged 15-49 were part of the sample. In DLHS3, 
along with ever-married women aged 15-49 years, never-married women (ages 
15-24 years) were also included as respondents. The AHS also collects critical 
health data annually at district level but is restricted to nine states - the eight 
Empowered Action Group (EAG) states of Bihar, Chhattisgarh, Jharkhand, 
Madhya Pradesh, Odisha, Rajasthan, Uttar Pradesh, Uttarakhand and Assam. 
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I. Part One 


The NFHS, which is the largest in terms of sampling and coverage, was initiated 
first in the early 1990s, with three survey rounds completed and the fourth one 
(NFHS 4) currently underway. Data is currently available for NFHS -1, 2, and 3. 


In particular, the NFHS 3 (2005-06) was the most commonly referred to source of 
data for this chapter. 


i. Early Marriage: Age and Prevalence 


The NFH surveys collect data for the age cohort of 15 years to 49 years and 
hence presentation and analysis of data for the purpose of this report is limited 
by this age cohort. Further, as discussed previously, the understanding of ‘early’ 
marriage does not coincide with that of 'child' marriage, the latter bound by age 
determined legal mandates for marriage - at 18 years for women and 21 years 
for men. To expand the understanding and analysis around issues of marriage 
and health, data, when available, has therefore been discussed for women 
and men in the age cohorts of 15-19 years and 20-24 years to present a more 
nuanced analysis of age at marriage and health outcomes. However, at times, 
data for women in the age cohort of 15-49 years has also been referred to if it 
was considered relevant in the context of early marriage and health, or if age- 
disaggregated data was unavailable. 


The NFHS 3 data reflects the universal and early nature of marriage in India. 
There has been a gradual decline (from 54.2 to 45.6 percent) in the total number 
of women, who got married before 18 years of age over a period of 14 years 
from 1992 - 2006, (Annexure 2; Table 1.2). Urban areas show an exception with 
a marginal increase in the percentage of women marrying below 18 years. 
Nineteen percent of women aged 15-17 years and 7 percent of men aged 15-20 
years were married (NFHS 3). 


A sharp increase in the percentage of married women was observed from age 17 
to age 18 years, indicating possible negotiations of people and communities vis- 
a-vis fostering notions of early marriage for women while appearing 'modern' 
and adhering to the law with regard to the minimum age at marriage. 


The percentage of women who have ever been married increased steadily with 
age with 86 percent married by the age of 24 years, which strongly reflects the 
dominant social perspectives on marriage for women - universal and early. By 
24 years, half of all men were married, although the numbers of men, who were 
married in the age group of 15-17 years was much lower (NFHS 3). 
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Eight percent of women who were 15 years old had already started living with 
their husbands and an additional 4 percent were married but had not started 
living with their husbands yet (Profile of Youth; NFHS 3)”. Substantial variations, 
however, were apparent across the Indian states with regard to early marriage 
trends. The percentage of women who were married before reaching the legal 
minimum age was lowest in Goa (11 percent) followed by Himachal Pradesh 
and Manipur at 14 percent (NFHS 3). On the other hand, more than halt of the 
women were married before reaching the legal minimum age at marriage in 
some states, with Bihar being the highest at 64 percent, followed by Jharkhand 
and Rajasthan at 60 and 58 percent respectively (NFHS 3). 


The median age at first marriage for women (Annexure 2; Table 1.5) was well 
below the legal age of 18 years while the median age at first marriage amongst 
men was above the legal age of 21 years (NFHS 3), reflecting stark gender 
disparities. A slight increase in median age at first marriage for all women 
(urban and rural) was also reflected in the data through NFHS 1 to 3 from 16.4 
(NFHS 1) to 16.7 (NFHS 2) to 17.2 years (NFHS 3). The median age at marriage 
for scheduled castes, scheduled tribes and other backward castes was also below 
18 years. The median age at marriage for women (aged 25-49 years at the time of 
the NFHS 3 survey) from Christian, Sikh and Jain communities was higher than 
18 years, while the median age at marriage for women from the Hindu, Muslim, 
Buddhist/Neo Buddhist and ‘other religious' communities was below the legal 
age of 18 years. (Annexure 2; Table 1.3) 


The data clearly indicates that there are certain pockets, regions (urban, rural) and 
communities in the country where incidence is much higher for various reasons; 
this may be related to economics, ethnicity, caste and religion, vulnerability and 
tisk, sex ratios and gender, sexuality norms, and attitudes. 


The differential legal ages at marriage for women and men, with that for men 
being three years higher than the legal prescribed age for women at 18 years, 


eee es as 
The data for ‘currently married! excludes two percent respectively of men and women who are 


married but are not living together or who’s gauna has not taken place, implyi i 
‘currently married! (Profile of Youth; NFHS ). See a ene ae 
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The increase in the age at marriage has been critiqued as inadequate because it 
panders to fears of population growth rather than the welfare of women (Forbes 
1979). Interestingly, within such a perspective it is important to note that the 
change in marriageable age for women does not lead to a similar debate for 
men. The discourse on marriage age is focused on women rather than men as it 
is more concerned with controlling women’s fertility rather than the prevention 
of early/child marriage. And even though to be ‘modern’ is to reject child 
marriage — in India, the mixture of modernity and tradition means that neither is 
clearly embraced — to the detriment of women. 


The Census of India (2001) presents the age-sex structure as one of the most 
important characteristics of population composition. Age statistics form an 
important component of population analysis, as most of it is based on age-sex 
structure of the population. The usefulness of age data is enhanced when it is 
cross classified by variables like marital status, literacy, socio-economic status, 
which reflect different patterns. 


Census 2001 data on marital status show that of the total population of the 
country, 513 million (49.8 percent) have reported 'never married', mainly due to 
the high proportion of young people. The 'married' constitute about 45.6 percent 
of the total population. 


Percentage (") 
Persons Males Females Males Females 
Never Married 98 
Widowed 13 
Divorced / Separated 0.3 


Source: C2 and C14 Table, India, Census of India 2001 


The Table presents the percentage of menand women to the total men and women 
by their marital status in India. The mean age at marriage for women, who were 
married in the preceding five years, was 23.5 years in the country (Census 2001). 
Among women, the mean age at marriage varied from 17.8 years (Rajasthan) to 
24.0 years (Goa), while among men, it varied from 20.5 years (Rajasthan) to 28.2 
years (Goa) [Census 2001]. 
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ii. Decision making 

The data also reflects certain other key factors that need serious consideration 
in the analysis of early marriage and health. For example, the data on decision 
making shows that nearly half (46 percent) of the currently married women 
in the age group of 15-19 years did not participate in decision making in their 
households“, compared with 13 percent of women in the ages of 40-49 years. 
Women’s participation in specific decisions did not vary greatly by their 
education level, although the percent of women participating in each decision 
was higher for women who had 12 or more years of education, compared with 
women with no education (NFHS 3). Variations in participation in decision- 
making were even lesser by the husbands’ levels of education than by women’s 
(those currently married) levels of education. 


iii. Freedom of Movement / Mobility of Women 


Freedom of movement outside the home is an important aspect of women’s 
autonomy and empowerment. The data (NFHS 3) reflects the extent of mobility 
among women of all ages, including young women based on their being 
permitted to visit three places—the market, the health facility, and to places 
outside the village or community — by 'themselves', 'only with someone’, or 'not 
at all’. 


Overall, only 33 percent of women (irrespective of marital Status) in the age 
group of 15-49 years were allowed to g0 alone to all of the three places and 4 
Percent were not allowed to go at all to any of them. Only about half of all women 
were allowed to go to the market or to the health facility alone. Thirty eight 
percent were allowed to travel alone to places outside the village or community. 
(Annexure 2; Table 6.1). Thirteen percent of the women were not allowed to go 
to the market at all. Rural women had more restrictions placed on their mobility 
than urban women did. In general, urban women were about 50 percent more 
likely than rural women to be allowed to go alone to the market, as well as to 
the health facility, and 33 percent more likely to be allowed to go alone to places 
outside the community (NFHS 3), 


The freedom of movement was particularly low among women in the age group 
of 15-19 years, with only 30 percent allowed to go to the market and 17 percent 
to places outside the village or community. Mobility increased sharply with age; 


” Decision making is measured by decision making in four areas in NFHS 3 (Own health care, Major 
household purchases, Purchases of daily household needs, Visits to her family or relatives) 
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however, even among women in the age group of 40-49 years, only 51 percent of 
women were allowed to go alone to all three places. Freedom of movement did 
not vary linearly with education, although women with twelve or more complete 
years of education were much more likely to be allowed to go alone as well as 
to all three places. Only one in five never married women could go to all of the 
three places alone, compared with about one in three currently married women 
and two in three formerly married women. Freedom of movement increased 
with wealth - 26 percent of women from the lowest quintile were allowed to go 


alone to all three destinations to 45 percent among women in the highest quintile 
(NFHS 3). 


There was little variation in freedom of movement by caste or tribe status, 
although it was noticeable that scheduled-caste women and women in the 
‘other’ caste categories seemed to have similar levels of freedom of movement. 


The data on decision making and mobility for women clearly indicate the power 
hierarchies. Although the data on decision making, for example, did not provide 
details of marital status, it was evident that younger women were particularly 
marginalised vis-a-vis decision making in their homes - both natal and marital. 
Whether early marriage impacts decision making and the mobility of women 
differently or more adversely are important areas to explore and understand. 
Further, whether the impact is determined by the nature of marriage, i.e. self- 
choice, or by the age gap between partners, by residence and other variables 
needs a more indepth understanding. Future demographic and health surveys 
should include relevant questions around these and the analysis of data should 
also reflect this. Decision making and mobility are extremely gendered and in 
addition to age at marriage, are important determining factors to be considered 
in the context of health seeking behaviour, access to health care as well as access 
to health determinants. 


Similarly, data regarding mobility is important as it has critical implications for 
access to information, care and support. It indicates the extent of control over 
women and in particular over younger women, as also their dependence on 
others, in the context of seeking information or external support, or accessing 
health facilities for care. A newly married young girl is vulnerable because 
she has yet to demonstrate her value to her marital household in terms of 
her wage-earning, reproductive, household maintenance, emotional and 
culture transmitting work. Similarly, a number of social, health and economic 
disadvantages are associated with early marriage. 
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II. Part Two 


i. Health Issues in the context of Early Marriage 


The World Health Organisation (WHO) states, 'There are multiple consequences 
of child marriage in terms of the health and the social and economic situation of 
adolescent girls. Early onset of sexual activity and the pressure on young married 
women to prove their fertility as soon as possible after marriage results in high 
rates of fertility'(WHO, 1999). Early marriage particularly in girls exposes them to 
greater risk of reproductive morbidity and mortality. In this context the research 
has tried to analyse the existing data based on review of secondary data from 
NFHS, DLHS and other sources to explore early marriage and consequences to 
health. 


Data in the following section is presented and discussed in the context of maternal 
health, child bearing, nutrition, contraceptive knowledge and use, knowledge of 
sexually transmitted infections, Sexually Transmitted Infections (STIs), including 
HIV/AIDS, domestic and sexual violence. While data is available for a few other 
thematic areas in health, the following themes were selected for discussion based 
on their relatively direct linkages with early marriage. 


1.a. Maternal Health Services: Antenatal, Intrapartum and Postnatal Care 


Worldwide, the Millennium Development Goals (MDGs) have re-focused 
global attention on the issue of maternal health. Findings from the SRS in 2010- 
11 indicates that maternal mortality has come down from 254 in 2004-06 to 212 
in 2007-09 to 178 in 2010-11. However, the disaggregated data from the Annual 
Health Survey (2010-11) shows that states such as Assam and Uttar Pradesh have 
high maternal mortality rates (MMR) of 347 and 300, respectively. 


Moreover, maternal deaths are considerably higher among adolescents than 
among older women. Adolescent Pregnant mothers run a high obstetric risk 
for premature delivery, giving birth to a low birth weight baby, prolonged and 
obstructed labour, and severe intrapartum and postpartum haemorrhage. The 
data analysed clearly indicate that the levels of maternal morbidity and maternal 
deaths are considerably higher among adolescents than among older women 
(Jejeebhoy 2000, Verma and Das 1997); 


i.b. Early Marriage And Childbearing 


Following marriage, young women in particular but young men as well are 
frequently under tremendous pressure to prove their fertility. Thirty percent of 
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women (including married and unmarried), in the 25-49 years age cohort gave 


birth before the age of 18 years, whereas 53 percent gave birth by the age of 20 
years (NFHS 3). 


By 25 years, 85 percent of all women regardless of their marital status, in the age 
group of 25-49 years (at the time of the survey) had given birth (NFHS 3). The 
percentage of all women who had begun childbearing increased sharply with 
age; from 3 percent at age 15 years to 36 percent at age 19 years. More than half 
of the married women aged 15-19 years, i.e., 58.2 percent, one in six women 15-19 
years had begun childbearing at the time of the survey; 12 percent of women 15- 
19 years were mothers and 4 percent of the women in the same age group were 
pregnant with their first child (NFHS 3). 


Childbearing increased gradually at first with every single year of age from 15 to 
17 years, and then increased rapidly till about 21 years, before beginning to level 
off. Notably, by age 21 years, a majority of the women were already pregnant or 
had borne children. 


The percentage of women (15-19 years), who had begun childbearing was about 
three times higher among women who had no education as compared with 
women who had 10 or more years of education. Early initiation of childbearing 
was much more common in rural than in urban areas, and declined sharply 
with wealth. One-fourth or more of all adolescent girls in the age group of 
15-19 years in Jharkhand, Bihar, and West Bengal and 17-18 percent in Andhra 
Pradesh, Karnataka, and Tripura were pregnant or had children as compared 
with merely 5 percent or fewer adolescent girls in Delhi, Himachal Pradesh, 
Jammu & Kashmir, and Goa (NFHS 3). 


Eleven percent of births occurred within 18 months of a previous birth and 
28 percent occurred within 24 months. More than 60 percent occurred within 
three years of the previous birth. Only 28 percent had an optimal birth interval 
of 36-59 months. Young women from poorer socio-economic backgrounds are 
particularly vulnerable to health problems and have restricted access to health 
care, often preferring to achieve their ideal family size at the risk of no spacing 
between births. Short birth intervals adversely affect a mother’s health and 
her children’s chances of survival. Research has shown that children born too 
close to a previous birth are at increased risk of dying and that the optimal birth 
interval is 3-5 years for reducing neonatal and infant mortality (Rutstein, 2005) 
and achieving optimal nutrition outcomes. With regard to child mortality, the 
risk reduces with a longer birth interval, even for intervals of 48 months or more 
(NFHS 3). 
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The data implies a correlation between early/ child marriage and early 
pregnancy. An interesting aspect of such data is the silence around the status of 
the woman as married or unmarried or divorced at the time of first birth. This 
absence, however, does not take away from the fact that the data perhaps wishes 
to identify most women referred to as married. Such a stance is interesting 
considering the nature of public discourse surrounding ‘teenage’ pregnancies 
in the developed world (Lawlor and Shaw 2002). In the Indian policy discourse, 
teenage pregnancies occupy a position of stigma —as opposed to child marriage. 
So, while a teenage mother is seen to have acted out of familial bonds and outside 
the ambit of marriage leading to collective shaming and silence (Smith 2002), 
the child-bride-as-young-mother is not similarly treated socially. In fact, young 
women who resist marriage or prefer self-choice marriage are also perceived 
as leading to dishonor of the family and community, thus largely enabling the 
status quo of early marriage. 


Absence of data on marital status panders to a social view of acceptability of 
motherhood within the confines of marriage but hampers the larger question 
of early marriage and young mothers. Such a view is detrimental to the welfare 
of the women giving birth at significantly lower ages—thereby positioning 
policy in a way that tends to overlook the relationship between health and 
early marriage. 


Early childbearing has multiple adverse consequences for the health of 
young mothers who are physically and mentally unprepared to carry out the 
responsibilities of childbearing. Interventions need to be aimed at promoting 
awareness about the consequences of early marriage among women but also 
other key community actors while strengthening the agency and capacity 
of women in making informed decisions pertaining to marriage, health and 
their lives. 


i.c. Health Issues During Pregnancy 


In addition to data on care received during pregnancy, delivery, and postpartum, 
information on self-reported pregnancy-related complications for all women 


status) who reported having had a health problem during pregnancy for their 
most recent live birth (within five years preceding the survey) was recorded. 
Pregnancy-related health problems (Annexure 2: Table 4.10) most commonly 
reported by all young women (15-24 years) were excessive fatigue and swelling 
of the legs, body, or face. Ten percent of the young mothers had convulsions that 


50 


were not from fever and eight percent reported night blindness. Four percent had 
vaginal bleeding during pregnancy. The reported prevalence of vision problems, 
convulsions that were not from fever and excessive fatigue was higher among all 


women 15-19 years than among women in the age group of 20-24 years (Profile 
of Youth; NFHS 3). 


Notably, however, young women were equally likely to report most of the 
problems as women of age 25-49 years, even though the latter were more likely to 
have health problems common to women at older ages not related to pregnancy 
but could complicate pregnancy (Profile of Youth; NFHS 3). By contrast, women 
in the age group of 20-24 years were somewhat less likely than women aged 25- 
49 years to report each of the problems. Pregnancy related complications could 
also be exacerbated by the existing health status of women - thus, women from 
vulnerable socio-economic communities were likely to experience complications 
due to anaemia, lack of sufficient nutrition as well as limited access to quality 
health care. 


i.d. Antenatal Care 


Four-fifths of all women in the ages of 15-24 years received antenatal care (ANC) 
for their most recent birth during the five years preceding the NFHS 3. However, 
only 54 percent received three or more ANC visits and less than one-half received 
the first ANC visit in the first trimester, as recommended. Four in five women 
received two or more tetanus toxoid injections, and less than one in four took 
Iron and Folic Acid (IFA) tablets for iron supplementation for 90 days or more as 
recommended (Profile of Youth; NFHS 3). 


Most ANC services were utilised by young women more than by women in the 

older cohort age 25-49 years. Among young women, however, there was either 

no difference by age in utilisation of ANC services. Or in the case of ANC visits 

in the first trimester and iron supplementation, adolescents (10-19 years) were 

somewhat less likely than older women to receive services (NFHS 3). Further, 

utilisation of ANC by women aged 15-24 years was much higher in urban than 

in rural areas, with only 77 percent women in rural areas having received any 

ANC and less than half having received adequate and timely ANC. Antenatal 

care service utilisation also increased sharply with education and wealth (Profile 

of Youth; NFHS 3). However, ANC care was not uniform for all births - data pe 

indicates that women pregnant with their first child were more likely to receive 772° 

most ANC-related services than women having second or higher-order births/.S— : 

Young women having a third or higher order birth were the most riers es / : 

not only were these young women having three or more births before acriag 
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the age of 25 years, which for many of them implies very early initiation of 
childbearing and/or very short birth intervals, but they were also least likely 
to receive all the necessary antenatal care services. Notably, only 66 percent of 
women having a third or higher order birth received any ANC visits and only 36 
percent received three or more. Merely one-third or fewer women (15-24 years) 
with no education and young women in the lowest wealth quintile received at 
least three ANC visits and the first ANC check up in the first trimester (Profile 


of Youth; NFHS 3). 


However, provision of ANC varied greatly across the states. For example, less 
than one in three young women received three or more ANC visits for their 
last birth in the past five years in Uttar Pradesh and Bihar, whereas, more than 
nine in ten did so in Kerala and Tamil Nadu. This variation for young women 
coincided with the patterns for all women. 


Further, provision of ANC did not necessarily indicate quality care. For instance, 
only 39 percent of the women were told where to go if they experienced pregnancy 
complications. The coverage of these tests and check-ups was higher among first 
time mothers. However, even among first time mothers, only 78 percent had an 
abdominal examination and about two-thirds or more had each type of check- 
up. Young women having third or higher order births were least likely to receive 
any of these services (Profile of Youth; NFHS 3). 


i.e. Postnatal Care 


A large percentage of maternal and neonatal deaths occur during the 48 hours 
after delivery and hence it is important that all women receive a first postnatal 
check up within two days of delivery. A Significant percentage of married 
women aged 15-19 years and 20-24 years, i.e., 38 percent and 34 percent 
respectively experienced some form of post delivery complication (DLHS 3). 
Sixty one percent and 56 percent of the women aged 15-19 years and 20-24 years 
did not receive any postnatal check up (DLHS 3). Merely thirty-seven percent 
of women received postnatal check up within two days of delivery following 
the last birth in the five years preceding NFHS 3. Limited data was available for 


postnatal care in general, which may be reflective of the ground reality of limited 
implementation. 


i.f. Intrapartum Care (Delivery care) 


The percentage of safe deliveries - either institutional delivery or home delivery 
assisted by skilled person - increased from 48 percent to 52 percent between 


DLHS 2 and DLHS 3. Comparatively, the percentage of births to ever married 
women that were delivered in health facilities in the three years preceding the 
survey increased steadily from 26 percent in NFHS 1 to 34 percent in NFHS 2 and 
41 percent in NFHS 3. The percentage of safe deliveries was at least 53 percent 
among the younger age groups, 15-19, 20-24, and 25-29 years. 


Merely 38 percent of all women aged less than 20 years delivered in a health 
facility, whereas 46 percent did so at their ‘own homes' and 15 percent in their 
‘parents homes' (NFHS 3). A large number of births (60 percent) to women in 
the age of 15-24 years took place at home and only 16 percent were assisted by 
health personnel (Profile of Youth, NFHS 3). 


Currently married women having institutional deliveries were 47 percent and 50 
percent corresponding to age groups of 15-19 and 20-24 years. Seventeen percent 
of the currently married women aged 15-19 years and 18 percent aged 20-24 
years felt that they received better care at home than ina health facility. Another 
four percent of currently married women aged 15-24 years felt that the quality of 
service in the health facilities was poor (DLHS 3). A large majority of all women 
who did not have their last childbirth in a health facility (72 percent) said they did 
not feel it necessary to deliver in a health facility. In addition, 26 percent reported 
that it cost too much to deliver in a health facility. Eleven percent said that the 
health facility was located too far away or that transport was not available to 
reach the facility. The percentage of women reporting that delivering in a health 
facility cost too much or that the health facility was too far or no transport was 
available, was higher in rural than in urban areas (NFHS 3). 


Among young women, Kerala was the only state in India where virtually all 
births (99 percent) were delivered in a health facility with 99 percent. The other 
states with a high prevalence of institutional deliveries were Tamil Nadu and 
Goa where more than 8 in 10 births to young women were institutional births. In 
all the remaining states, less than two-thirds of births to women 15-24 years were 
delivered in a health facility. Institutional deliveries, particularly in the private 
sector facilities, increased sharply with the mother’s education and with the 
household wealth index. The education levels of women (mothers) and household 
wealth had a strong negative association with deliveries at home (Profile of 
Youth; NFHS 3). The investigation into the large number of maternal deaths in 
Barwani, Madhya Pradesh which took place of in the District Hospital, Barwani 
(JSA, Sama, CommonHealth 2011), revealed a close link between poverty and 
maternal health. This was characterised by high maternal mortality, low ANC 
coverage, and high levels of under-nourishment and poor access to obstetric 
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care, referrals, etc. among women in the area, Some of the women who died 
were below 25 years of age, undernourished and some with haemoglobin levels 
of just 2 mgs. This was compounded by the systemic neglect of this district, 
evident from the lack of adequate transport and communication facilities. 


Information on indicators related to access and availability of health care 
services such as visits to health care facilities, reasons for not accessing health 
care facilities, etc. for married women was not disaggregated by age. There was 
also no information on availability of abortion services and women’s access to 
these services. The data also did not reflect age disaggregated information for 
the different religious and social groups on the indicators such as antenatal and 
post- natal care and services, place of delivery, reasons for not delivering at a 
health facility, etc. There was also no information on incidence of pregnancy 
among married women aged 15-19 years across religious and social groups. 
Such data is important to ensure that future health strategies are informed and 
increasingly accessible to the most marginalised women. 


1.g. Risks for Infants and Children 


The health consequences of early/child marriage continue after childbirth 
as well. The infant mortality rate was higher for children born to very young 
mothers than for children born to older mothers. The high rate of mortality 
was due to the young mothers’ poor nutrition, lack of physical and emotional 
maturity, lack of access to reproductive services and higher risk of infectious 
diseases (NFHS 3). 


The mortality rates for all the indicators were lowest at 50 percent when the 
mother’s age at childbirth was 20-29 years. The mortality rates were higher at 
77 percent when the woman’s age at childbirth was less than 20 years (NFHS 
3). Thus, the data clearly highlighted the fact that early pregnancy, in addition 
to having adverse consequences for the health of the mother, had far reaching 
consequences for the health of infants and children as well. 


ih. Utilisation of Health Services 


to ANC services but also by factors such as the woman’s age, education, exposure 
to mass media, household standard of living, and access to health services. 
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A number of studies have stressed the role of socio-economic and demographic 
factors in influencing demand for and utilisation of maternal and child health 
services (Ray et al. 1984; Kanitkar and Sinha 1989; Elo 1992; Swenson et al. 1993; 
Abdalla 1993; Govindasamy 1994; Khan et al. 1994; Barlow and Diop 1995; 
Ahmed and Mosley 1997; Regmi and Manandhar 1997). Many of these studies 
have also shown that utilisation of maternal and child health services was 
strongly affected by other socio-economic factors, including women’s status, 
residence, access to work, religion, caste/ tribe membership, household standard 
of living (or economic status of the household), and community development. 
Utilisation was also influenced by the accessibility, including quality of the care 
available for maternal health services (Sugathan et al 2001). 


The discussion about utilisation of maternal care services by young women, 
suggests that, despite their greater vulnerability, young mothers do not appear 
to receive the necessary attention, despite the fact that data on maternal health 
problems indicates young mothers to be as prone as older women to maternity- 
related problems. 


ii. Early Marriage and Nutrition 


Early marriage clearly impacts the nutritional status of women while data reflects 
quite the reverse among men. This may be due to the extremely patriarchal 
and gendered nature of marriage and therefore the disproportionately negative 
impact it may have on women. Anaemia, body mass index (BMI), and height 
were some of the common indicators used to ascertain the nutritional status of a 
person, by the NFHS 3. 


Fifty six percent of all women between the ages of 15-19 years and 20-29 years 
were anaemic with these rates being higher in rural than in urban areas. Thirty- 
nine percent of young women (15-24 years) were mildly anaemic, 16 percent 
moderately anaemic and 2 percent were severely anaemic (NFHS 3). Review 
of the three surveys revealed that the prevalence of anaemia for ever-married™ 
women had increased - from 52 percent (NFHS 2) to 56 percent (NFHS 3). 


In the case of pregnant and breastfeeding women, the NFHS 2 reflected 50 
percent and 56 percent respectively, whereas this had increased to 59 and 63 
percent respectively during NFHS 3. The prevalence of anaemia was also high 
for rural women (57 percent) and women from scheduled tribes (68.5 percent). 


ri peter ees rs 2 
vii Trends in anemia have been restricted to 'ever-married' women because NFHS 2 did not count 
never married women. 
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By marital status, anaemia was lowest for women who have never been 
married and highest for women who were widowed, divorced, separated, om 
deserted. Anaemia tended to decrease with education and the household s 
wealth/ economic status. Among young women, anaemia not only increases 
the risk of morbidities and mortality for women, but also the incidence of poor 
birth outcomes in the infant (e.g., low birth weight, and prematurity) and also 
negatively impacts the iron levels in the child. 


Women’s nutritional status is firmly linked to her social status, education, 
economic status, her status within the family, and her control over household 
resources. In many developing countries, the low status of women is considered 
to be one of the primary determinants of under-nutrition. Women’s low status 
also result in their own health outcomes being compromised, which in turn can 
lead to lower infant birth weight and may affect the quality of infant care and 
nutrition. 


During pregnancy, anaemia is associated with increased maternal morbidity 
and mortality (Scholl and Reilly 2000; Black et al 2008). While severe anaemia 
is an acknowledged risk factor for maternal mortality, recent analysis shows 
that even women with mild to moderate anaemia were at greater risk of death 
than non-anaemic women (Stoltzfus et al 2004). Anaemia has direct effects on 
maternal survival, and also increases the possibility of additional complications 
during delivery, such as postpartum haemorrhage. A study from India found 
that women who had not received iron-supplementation during pregnancy 
were more likely to experience postpartum haemorrhage, which was the leading 
cause of maternal mortality (Stoltzfus et al 2004; Geller et al 2008). 


NFHS 3 data shows that 47 percent of the women aged 15-19 years have body 
mass index (BMI) less than 18.5, 21 percent of women have BMI less than 17, 
which is another key indicator of nutritional status. The proportion is much 
higher than the national average of 36 percent for all women aged 15-49 years 
who have BMI less that 18.5. 


A woman’s nutritional status has important implications for her health as well as 
for the health of her children. Married women who were thin and undernourished 
before becoming pregnant are particularly vulnerable to becoming malnourished 
during pregnancy. Young mothers were also less able to adequately care for their 
children, and this often compromised their children’s nutritional status (Mathur 
and Malhotra 2003). However, even among women age 15-49 years with 10 or 


more years of education or from the wealthiest quintile, 46-49 percent were 
anaemic. 
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In India, initiatives such as Integrated Child Development Services (ICDS) 
Scheme, National Rural Health Mission (NRHM), Iron+lInitiative, Nutrition 
Programme for Adolescent Girls and Mid Day Meal Scheme for primary 
schools have been implemented to improve nutritional status and reduce 
anaemia among adolescent girls and pregnant and lactating mothers. NFHS 3 
reflects information on the Integrated Child Development Scheme (ICDS) and 
its coverage and services available for pregnant and lactating mothers such as 
supplementary nutrition, immunisation, health check-up, referral services and 
nutrition and health education. It states that the coverage of ICDS has steadily 
increased since its inception in 1975 and the programme was operational in almost 
every block, with more than 700,000 anganwadis. Regarding the utilisation of 
ICDS by pregnant and lactating mothers, data shows that for a vast majority of 
their births, women in India who are in areas covered by anganwadi centres, did 
not receive any services during pregnancy (78 percent) or during the lactation 
period (83 percent) [NFHS 3]. 


However, age disaggregated information on the use of these services by married 
women was not available, limiting the measurement of the extent of accessibility 
and use of these services by young married women and mothers. Such data 
would be useful in ascertaining the problems faced by young married women 
in accessing these services and consequently taking necessary steps to ensure 
improved access. 


Looking at the NFHS 3 data, the causes of malnutrition and anaemia cannot 
be inferred, thus more information / data on other background characteristics 
such as residential, marital, educational and wealth status disaggregated by age 
would be beneficial. However, the root causes of under nutrition or the poor 
nutritional status of a large number of women, including those from higher 
wealth quintiles points to other, more deep seated gendered discrimination that 
has been known to be prevalent right from birth for girls and women. A woman 
‘eats least and eats last' is a well understood reflection of the reality that most 
women in India find themselves in. Thus, the nutritional status of women, may 
well be compromised even in their natal homes prior to marriage and is further 
compounded by socio-economic factors such as poverty, caste, residence, etc. 
While early marriage may further compromise the nutritional status, there is 
need to further understand these linkages. 


i.j. Early Marriage - Gender Violence 


Limited or no data was available on several types of violence and crimes, 
such as, child abuse, trafficking, missing children, gender biased selection, 
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infanticide as well as violence faced by older women. Gender violence - rape, 
sexual harassment, cruelty and ongoing physical, emotional and psychological 
abuse within as well as outside the home - were less likely to be reported and 
documented as other crimes. Nor was data able to capture the magnitude and 
forms of violence and vulnerability caused by the combined effect of abuse with 
situations of hunger, poverty, homelessness, ill health and/or neglect. 


Eighty-five percent of ever-married women (15-49 years), who had experienced 
violence since the age of 15 years had experienced it from their current husband. 
Never married women and women whose gauna has not been performed mainly 
reported family members as the persons committing the violence, while about 
one in seven of these women reported violence at the hands of a teacher (NFHS 3). 


By age, the prevalence of physical violence was lowest, at 21 percent, for all 
women age 15-19 years, followed by 31 percent for women in the age group of 
20-24 years and 38-39 percent for women in the older age groups (NFHS 3). 


In the context of sexual violence, a vast majority (88 percent) of ever married 
women in the age group of 15-49 years reporting any sexual violence had 
experienced such violence at the hands of a husband, while 2 percent reported 
sexual violence by a relative, 1 percent by a friend/acquaintance, and about 
half a percentage point each, reported sexual violence by a boyfriend, an in- 
law, a family friend, or a stranger. Never married women who had experienced 
sexual violence had most often been abused by a relative (27 percent), a friend / 
acquaintance (23 percent), a boyfriend (19 percent), a stranger (16 percent), 
and a family friend (8 percent). Women’s experiences of the different forms of 
violence varied greatly by state. In all states, however, physical violence was the 
most common form of violence, with sexual violence rarely occurring without 
physical violence. The prevalence of spousal physical or sexual violence varied 
greatly by state, from 3 percent in Himachal Pradesh and 8-9 percent in Kerala 
and Jammu and Kashmir to 52 percent in Bihar (NFHS 3). 


Any sexual violence (with or without physical violence) ranged from 1 percent 
in Himachal Pradesh and Meghalaya to 16 percent in Tripura, 17 percent in Bihar 
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women in the older cohort age 25-49 years. This suggests that most women 
who are likely to experience spousal violence experience such violence early in 
marriage when they were still young (NFHS 3). 


However, no information regarding violence suffered by boys of any age cohort 
or girls below the age of 15 years or women above the age of 49 years, nor data 
regarding the severity of violence was available. Most importantly, whatever 
data was available was at the national and state levels and was not available at 
the level of districts. 


The data shows that domestic violence, particularly spousal violence, was highly 
prevalent among young women and needs to be addressed urgently in order 
for programmes to be successful in enhancing the health and nutritional status 
of women and their children. Further, recognition of certain forms of violence, 
such as sexual violence in marriage, is limited to the Protection of Women from 
Domestic Violence Act (PWDVA 2006). Under the Indian Penal Code (IPC), 
however, sexual intercourse or sexual acts by man with his own wife, the wife 
not being under 15 years of age, is not recognised as rape, revealing the extremely 
patriarchal bias in the understanding of violence in the context of marriage. This 
reinforces inequality between men and women in marriages as well as provides 
impunity for violence against young women in marital relationships. 


ik. Early Marriage - Reproductive Hea Ith Issues Reproductive Tract Infections 


(RTIs), Sexually Transmitted Infections (STI) and Human Immunodeficiency 


Virus (HIV) 


Early /child marriage is strongly associated with increased vulnerability to STIs 
including HIV infections due to unprotected sexual activity due to the inability 
of women to negotiate protection. Early marriages are often with an older 
partner who, by virtue of his age, has an elevated risk of being HIV-positive 
(UNICEF 2012). 


The lack of capacity to negotiate reflects the unequal power relationships 
governed by social norms around sexuality. The latter result in socialisation of 
men and women on what is acceptable and what is not in marital as well as non- 
marital relationships with regard to expression of one’s sexuality, consent, etc. 
(Bruce 2004). 


The silence surrounding issues of sexuality also results in the lack of access to 
accurate information about these issues, especially for women. Data (DLHS 
3) indicates that only 26 percent of ever married women aged 15-19 years had 
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heard about RTIs and STIs. Even though this percentage was higher at 32 percent 
among ever-married women aged 20-24 years, it was still ey low. The 
percentage of women 'who had heard about RTIs and STIs' was higher with 
38 percent among women who got married after 18 years of age as compared 
to women (27 percent), who had got married below the age of 18 years. The 
health system is one source of information, with health workers expected to 
raise awareness among women and men on RTIs and STIs and motivate affected 
persons to seek treatment. The percentage of all women 'who had heard about 
HIV/AIDS' showed some decline with increasing age from 65 percent in the 
15-24 years age group to 54 percent in the 40-49 years and for men it was 88 
percent to 75 percent within the same age cohorts (Annexure 2; Table 5.1) (NFHS 
3). Access to information regarding HIV/AIDS was determined by location 
with 8 in 10 women (15-49 years) in urban areas having heard of HIV/AIDS 
(83 percent), while only half of the women in rural areas had heard of HIV / 
AIDS. Awareness increased steadily with increasing education, reaching almost 
universal knowledge among women who had completed 12 or more years of 
schooling (99 percent). Women from higher wealth quintiles also had higher 
levels of knowledge, while only one-quarter of women in the lowest wealth 
quintile had heard of HIV/AIDS; this percentage increased to 60 percent in the 
middle quintile and to 92 percent in the highest quintile. 


Knowledge of HIV/AIDS was higher among never married women (76 
percent) than women who were married at the time of the survey (57 percent). 
A comparison of ever-married women in NFHS 3 with ever-married women 
interviewed in NFHS 2 indicated that awareness of HIV/AIDS was increasingly 
widespread. According to NFHS 2, in 1998-99 only 40 percent of ever-married 
women aged 15-49 years had heard of HIV/AIDS; but seven years later, 
according to NFHS 3, 57 percent of ever-married women in the age group of 
15-49 years reported having heard of HIV/AIDS. The increase in awareness had 
occurred among both rural and urban women. The percent of ever-married rural 
women who had heard of HIV/AIDS increased from 30 to 46 percent for women 
in urban areas and from 70 to 81 in rural areas in the seven years between the two 
rounds of the NFH surveys (NFHS 2 and 3). 


Knowledge of HIV transmission and prevention is crucial for all people, 
particularly the young. The NFHS 3 found that the knowledge of HIV/AIDS 
prevention was more widespread among young men than among young women. 
About three out of every four men know that the risk of HIV/AIDS can be 
reduced by condom use or ‘by limiting sex to one uninfected partner’. However, 
only 39-48 percent of young women knew about these ways of preventing HIV/ 
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AIDS. At the national level, about two-thirds of young women were aware of 
HIV/AIDS, except in the three states of Jharkhand, Bihar, and Rajasthan where 
less than half of the women had heard of HIV/AIDS. In two of the high HIV 
prevalence states (Manipur and Tamil Nadu) and in Kerala, almost all young 
women and men were aware of HIV/AIDS. However, awareness was lower 
in the remaining four high HIV prevalence states of Maharashtra, Nagaland, 
Andhra Pradesh, and Karnataka (76-86 percent for women, but 90-95 percent for 
men), reflecting the gender differentials in access to information (NFHS 3). 


Knowledge about specific HIV prevention methods among men and women 
aged 15-19 years - 'use of condom’ (71 percent men, 37 percent women); ‘limiting 
sexual intercourse to one infected partner' (73 percent men, 32 percent women); 
‘abstinence from sexual intercourse’ (68 percent men, 41 percent women) - was 
higher among men as compared to women (NFHS 3). 


Data (DLHS 3) points to a significant percent (58 percent married women aged 
15-19 years and 65 percent in the 20-24 years age group) stating that HIV can 
be prevented by having sex with one partner or by avoiding getting infected 
through blood (44 percent married women aged 15-19 years and 53 percent in 
20-24 years age group). In comparison a much lower percent of married women 
aged 15-19 years stated that HIV can be prevented by abstaining from sex (18 
percent) or using a condom correctly (30 percent). 


Comprehensive knowledge about HIV transmission and ways to prevent it 
are basic requisites for prevention, but translating awareness into behaviour 
is dependent on the extent of control over and expression of one’s sexuality. 
Having comprehensive knowledge of HIV/AIDS prevention may be of little use 
if people feel powerless to negotiate safer sex practices with their partners. In an 
effort to assess the ability of women to negotiate safer sex with a husband who 
has asexually transmitted infection (STI), women and men were asked whether a 
wife was justified in refusing to have sex' with her husband when she knows he 
has a sexually transmitted infection. In addition, male respondents were asked 
whether a woman who knew her husband had an STI was justified in asking her 
husband to use a condom. Most women (78 percent) and men (82 percent) in the 
age group of 15-49 years believed that if a wife knew her husband had an STI, 
she was ‘justified in refusing to have sex' with him. Most men (83 percent) also 
agreed that a woman was justified in asking her STI-infected husband to wear a 
condom. Thus the majority of adult men in India (89 percent) said that a woman 
can refuse to have sex or ask her husband to use a condom if she knew that he 
had an STI. Similarly 75 percent women and 70 percent men in the age group of 
15-24 years stated that wife was justified in refusing to have sex (NFHS 3). 
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Attitudes toward a woman’s right to negotiate sex with her husband were likely 
to be influenced by a number of social, cultural norms and values prevailing in 
both traditional and transitional societies. In view of the cultural diversity in seg 
different regions of the country, variations in the accepting attitudes of women's 
sexual rights may provide an extremely important input for micro-planning and 
area-specific interventions for ensuring safe sexual practices. The percentage of 
women who agreed with a woman’s right to negotiate safe sex was lowest in 
Orissa (56 percent), followed by Tripura (58 percent) and Meghalaya (65 percent), 
and was highest in Sikkim (95 percent). The percent of men agreeing that women 
were justified in asking that a condom be used if the husband had an STI ranged 
from 60 percent in Meghalaya to 96 percent in Delhi, Manipur, and Mizoram 


(NFHS 3). 


i.l. Access to Knowledge and Use of Contraceptives 


Knowledge of contraceptive methods is necessary for women and men to make 
informed choices and decisions about their sexual and reproductive health, 
notwithstanding gender and sexuality norms continue to strongly determine 
decision-making and access to contraception. Apart from this, state population 
policies control and influence the contraception to be made available to women 
and men. This section provides information on men and women’s knowledge 
(awareness amongst women and men), access and use of contraceptive 
methods. 


Women and men in the age group of 15-49 years were asked about their 
knowledge of 10 methods of contraception, including both modern and 
traditional methods. Modern methods comprise of female sterilisation, male 
sterilisation, pill, intrauterine device (IUD), injectables, condom, female 
condom, emergency contraception and traditional methods such as rhythm 
and withdrawal method. Knowledge of contraceptive methods was practically 
universal; at least 98 percent of all women and men in the age group of 15-49 
years knew one or more methods of contraception. Modern methods were more 
widely known with 98 percent than traditional methods at 49 percent among all 
women and men within the same age group. Here all women and men includes 
those currently married women and men, sexually active unmarried women and 
men and never married women and men (NFHS 3). 


In the age group of 15-49 years, female sterilisation was the most widely known 
method with 97 and 95 percent of all women and men respectively being aware 
of it. Male sterilisation was not as widely known with 79 percent of all women 
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and 87 percent of all men reporting knowledge about it. This emerges from the 
prevalent practice by the State of pushing for female sterilisation - perceived as 
a permanent solution to controlling women’s fertility and thereby controlling 
population. Among the three spacing methods offered by the government family 
planning programme (pill, IUD, and condom), the pill was most widely known 
at 85 percent among all women and the condom was most widely known among 
all men at 93 percent (NFHS 3). 


Since NFHS 1, the use of modern and traditional methods, except male 
sterilisation and the IUD had increased. Female sterilisation decreased slightly 
from 67 percent in NFHS 1 to 66 percent in NFHS 3. In the same period, the 
share of the three officially sponsored spacing methods™ - pill, IUD and 
condom - increased marginally from 14 percent to 18 percent. Between the first 
and the third NFHS, the contraceptive prevalence rate increased in rural areas 
by 16 percentage points compared with in urban areas (13 percentage points). 
Knowledge of female condoms was very low amongst women and men in the 
age group of 15-24 years (only 6 and 12 percent for currently married women 
and men). Among the remaining modern spacing methods, married women 
were most likely to know about pills at 88 percent and least likely to know about 
injectables at 51 percent. Knowledge of emergency contraception among young 
women and men was quite scant. Only 10 percent of currently married women 
and 19 percent of currently married men know about emergency contraception 
(Profile of Youth; NFHS 3). 


The available data raises concerns about the government policy to aggressively 
promote permanent and long-acting methods for women, in particular female 
sterilisation. This clearly reflects the State's pre-occupation with regulating the 
fertility of women towards population control. The recent sterilisation deaths of 
thirteen women and the critical condition of many more following laparoscopic 
sterilisation in Bilaspur, Chhattisgarh (Sama, JSA and NAMHHR 2014) points to 
the callous and biased attitudes towards poor women that persist among health 
functionaries and policy makers, and the tenacious hold of the 'targets' approach 
in the family planning programme. The manner in which the surgeries were 
performed, was in complete violation of all standard operating procedures and 
ethical norms, and amounted to grave violations of the rights of the women. 
In addition, despite statements to the contrary, of the thirteen sterilisations, six 
women were below the age of 25 years (Sama, JSA and NAMHRR 2014). 


ae ee 
vii Three modern spacing methods - pill, IUD, and condom 
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For ever-married and never-married women and men, knowledge of every 
method was higher in urban areas than in rural areas and at age 20-24 years than 
at age 15-19 years. Knowledge increased substantially with education and the 
wealth index. Ever-married women and men were more knowledgeable about 
each of the methods than never married women and men. 


Ever-married women who were most knowledgeable about every method were 
those with 10 or more years of education and those in the highest wealth quintile. 
However, even in these groups, knowledge of emergency contraception was quite 
low. Among ever-married persons, however, the knowledge of pills and condoms 
was almost the same among young women and men and older respondents. 


Access to / Use of Contraceptives 


Twenty-eight percent of currently married women aged 15-24 years were using 
a method of contraception. The contraceptive prevalence rate among youth 
increased from 13 percent among adolescent girls to 33 percent among women 
aged 20-24 years (NFHS 3). Contraceptive use has been increasing over the years 
among both younger and older youth and the increase has been particularly 
marked in the years between NFHS 2 and NFHS 3 (Profile of Youth; NFHS 3). 


Among married women in the age group of 15-24 years, the preferred methods 
were rhythm, condom, withdrawal, and pill, which allow women to delay 
childbirth and for spacing. Among women in the ages of 20-24 years, however, 
female sterilisation, was the most preferred, it accounted for 40 percent of all 
contraceptive use. One in eight married women in this age group were already 
sterilised. 


Among married women in the ages of 15-19 years, one percent had completed 
their childbearing and had undergone sterilisation. Modern temporary methods 
are used by 11 percent of young women (6 percent of those aged 15-19 years and 
12 percent of those aged 20-24 years). Among the modern temporary methods, 
condoms (5 percent) and pills (4 percent) are most popular. Married women in 
the 25-49 age cohort are more than twice as likely as married young women to 
use contraception (Profile of Youth; NFHS 3). 


Between NFHS 2 and NFHS 3, the percentage of currently married women in the 
age group of 15-24 years using modern spacing method had risen substantially 
from 6 percent to 11 percent. Among currently married women age 15-19 years, 
modern temporary method use doubled in the seven years between NFHS 2 
and NFHS 3, and among those aged 20-24 years, it increased by 50 percent in 
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the same period. Traditional methods were also quite common among currently 
married women: the two traditional methods, rhythm and withdrawal, were 
used by 7 percent of currently married women in the age group of 15-24 years 
and account for one-fourth of contraceptive users. 


Among young married women, the use of condom and pill and also traditional 
methods increased with education and the wealth index. Overall, any 
contraceptive use increased from 20-21 percent among women with no education 
or women in the lowest wealth quintile, to 34 percent for women with 10 or more 
years of education and 39 percent for women in the highest wealth quintile. Thus, 
even among young women, contraceptive use was closely linked to education 
and wealth. This correlation may indicate increased access to information as well 
as access to contraception and also decision making (Profile of Youth; NFHS 3). 


Seventy-one percent of men and women in the age group of 15-49 years using 
modern contraceptive methods accessed contraceptives from the public health 
sector. However, the source of the contraception varied greatly by method. 
Eighty-four percent of women had undergone sterilisation in a government 
facility, while just over half of the intra-uterine device (IUD) users accessed 
contraception at the private health sector. Almost two-thirds of pill users got 
their most recent supply from the private health sector, which was also the most 
common source for condoms (NFHS 3). 


Clearly, sterilisation among women was the most common method of 
contraception in India. The maximum percentage of sterilisations took place 
among women aged 20-24 years. Nearly 8 percent of women were sterilised 
when they were less than 20 years old and nearly 38 percent when they were 
in the ages of 20-24 years, and 35 percent when they were in the age of 25-29 
years. Nearly 81 percent women underwent sterilisation below the age of 30 
years. Comparatively, the rates of male sterilisation were quite low —less than 5 
percent in every state except Himachal Pradesh which was marginally higher at 
6 percent (NFHS 3). 


Access to Information towards making an Informed Choice 


Merely one-third of women users of modern contraceptive were informed about 
the side effects or problems of the method that they had chosen' and only one- 
quarter were told ‘what to do about side effects! (NFHS 3). Less than 30 percent 
were ever informed about other types of family planning methods. The percent 
of women who were informed about possible side effects or problems with their 
method ranged from 11 percent in Bihar to 63 percent in Tamil Nadu and Delhi. 
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Intrauterine device (IUD) users were most likely to be provided with information 
- about side effects or problems of method used; what to do if they experienced 
side effects; and information by a health or family planning worker about other 
methods that could be used and users of female sterilisation were least likely to 
be provided with this information. Provision of information was consistently 
higher in urban areas as compared to rural areas (Annexure 2; Table 3.11). The 
data, however, was not disaggregated by age and marital status and hence the 
access to information on varied contraceptive methods towards an informed 
choice could not be analysed specifically for women who were married early. 
However, given the previous analysis of data with regard to access to information 
it may be assumed that information regarding side effects for young women in 
situations of early marriage would be marginal. 


Need for Safe Contraception 


The need for spacing and limiting” refers to the requirement of contraception in 
a range of situations*. Younger married women (age 15-24 years) had a greater 
unmet need for spacing than for limiting. Overall, 23 percent of currently 
Married young women, including over one-fourth of women aged 15-19 years 
and one-fifth of women aged 20-24 years, stated the need for contraception, i.e., 
they wanted to wait for at least two years for their next childbirth or wanted 
no more children but were not using any method of contraception. Unmet need 
among young married women at 7 percent, was more than three times the unmet 
need among women in the older cohort age of 25-49 years (Profile of Youth; 
NFHS 3). The unmet need for contraception among 15-19 years, at 27 percent 
(NFHS 3) was virtually unchanged since NFHS 2 when it was 28 percent. Among 
women age 20-24, unmet need for spacing had fallen between NFHS 2 and 
NFHS 3, the unmet need for limiting remained unchanged at 6 percent. Unmet 
need among women aged 15-24 years varied greatly by state, from less than 15 
percent in Punjab and Andhra Pradesh, to 37 percent in Mizoram and 44 percent 
in Meghalaya. Notably, Bihar, Jharkhand, Nagaland, and Meghalaya ~—states 
with the lowest rates of contraceptive use —have rates of unmet need that were 


Pregnant while using a method and are in need of a 'better' method of contraception. 
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but may be due, at least in part, to health care services for contraceptives failing 
to meet their needs for safe, quality contraception (Profile of Youth; NFHS 3). 


Knowledge of contraception, as usually measured in national surveys, was 
unlikely to reflect a familiarity with and understanding of contraceptives that 
was adequate to lead to use. Of equal importance was awareness of contraceptive 
methods and knowledge about their access, side effects and how to use the 
selected method correctly (Bongaarts and Bruce 1995). Evidence from a number 
of small-scale studies in various parts of the country indicates that inadequate 
knowledge of contraceptive methods was a key reason for not accepting 
contraception (Levine et al. 1992; Roy et al. 1991). Incomplete or erroneous 
information on where to access contraception and how to use them was strongly 
associated with unmet need (Viswanathan, Godfrey and Yinger 1998). Studies 
assessing correct, adequate and timely knowledge of contraceptive methods 
among women and men were limited, but suggest that a very small percentage of 
people have complete and timely knowledge of various contraceptive methods. 


Young women, including married women experience lack of power in decisions 
on matters relating to their own lives, and are constrained from exercising 
choice in sexual and reproductive matters. Data from NFHS 3 shows that only 
27 percent of ever-married women 15-49 years participated in decisions about 
their own health care. The role of the husband has been noted in several studies 
of decision-making related to the use of contraception, especially during the 
early years of marriage (Acharya and Sureender 1996; Barua and Kurz 2001; 
Dharamalingam 1995; Ghosh 2001, Haberland, McGrory and Santhya 2001; 
Jejeebhoy and Kulkarni 1996; Ravindran 1993). Most couples do not discuss with 
each other when to have their first child, birth spacing or contraception (Gupta, 
Jain and Sen 2001; and Khan and Patel 1997). 


Data (NFHS) does not include information on marital status of women who had 
knowledge of contraceptive methods; age disaggregated data on reasons for 
not using the condom and preferred method of contraception. This information 
would have helped analyse gaps in knowledge and explore perceptions about 
preferred use of contraceptives among the married adolescent age group. 


Conclusion 


The data presented in this chapter on early/child marriage and its correlation 
witha range of health issues is restricted by what data was available. Data was not 
always available in the context of early marriage, i.e. data disaggregated by age, 
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marital status across health issues, although some of the data that was broader 
could be extrapolated for the purpose of analysis. Although multiple sources 
of data were accessed, the NFHS has been the central source of information on 


these issues. 


Most mental disorders begin during youth (12-24 years of age), although they 
are often first detected later in life. Young people have a high rate of self-harm, 
and suicide is a leading cause of death in young people. A strong relation exists 
between poor mental health and many other health and development concerns 
for young people, notably with educational achievements, substance use and 
abuse, violence, and reproductive and sexual health. Yet mental health remains 
a neglected issue in India and there is not much attention paid in NFHS, DLHS 
and other data sources. There is a dearth of population based data, youth based 
and in the context of early/child marriage that could inform interventions to 
prevent mental ill-health and promote mental well-being. 


While this chapter provides details of what exists, while drawing attention to 
the gaps, the following chapter discusses these gaps in detail and recommends 
future areas for further research and advocacy. 
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Chapter 5 
Emergent Issues and Discussion 


This chapter pulls together the findings from the research on early/child 
marriage and health, reflecting on and discussing key issues and concerns that 
have emerged. Preceding chapters reflect the findings based on the review of 
literature, the review of policies and programmes on early marriage and health 
and the examination of available through health and demographic surveys in 
India. The findings necessitate discussions at multiple levels towards future 
engagement on these issues: firstly, at the conceptual level towards a strengthened 
understanding of 'early' marriage and implications for health in this context; 
secondly, at the level of gaps in information that emerged from policies and 
programmes as well as from available demographic and health data; thirdly, 
areas for future engagement through research and advocacy. 


I. Early Marriage: Strengthening Concepts, Identifying Dilemmas 


Marriage and its relation to age has informed sociological and historical 
analysis on social formations for a considerable period of time. While classical 
academic research explored the relationship between age and marriage at a 
conceptual level of structural practices, later research began to gradually 
inform policy regarding marriage and demography. The linkages between 
marriage and demography also arose in relation to the idea that age at marriage 
and population growth may be linked in significant ways (Caldwell 2005). 
The motivation to delay age at marriage and thereby child bearing continues 
to be linked to the notion of control of fertility through delay in marriage. 
Programmes and schemes providing incentives for the delay of marriage for 
girls, invariably mandate conditionalities allowing access to those families 
that do not have more than two children and/or have opted for a permanent 
method of contraception. 


This interconnection between age and marriage is primary to the current 
research as it forms the basis for the understanding of 'early' marriage, and is also 
pertinent to understanding the manner in which data is categorised currently 
and identification of gaps therein. 
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Definition of 'early' marriage: The review of literature as well as of policies i 
programmes in India indicate that the term early’ frequently overlaps wit 
‘child' marriage. While 'early' broadens the scope with regard to the age at which 
marriage is culturally or legally acceptable across countries or regions, in the 
course of the current research, such an understanding was found limited. In India, 
there is a legal prescription of age at marriage, although different for women 
and men, at 18 years and 21 years respectively. Marriages below these ages are 
referred to as child marriages and are voidable by law. However, the difference in 
the legally acceptable ages at marriage for women and men belies the argument 
about attainment of legal 'majority'. It also reinforces the perspectives that 
sustain with regard to gender, sexuality, fertility and demography - perspectives 
determining this difference are gendered, and closely linked to issues of control 
of sexuality of girls, reinforcement of stereotypes or traditional notions about 
women’s gender roles in families and society as wives and mothers. 


The relativity in the understanding of 'early' poses further complexities - 'early' 
maybe determined by choice, aspirations, situations and Opportunities that 
women, men and communities may perceive as having. This also raises questions 
and dilemmas regarding 'early' marriage'- would marriages for women at 19 or 
20 years not be considered ‘early’; or how do we understand self choice marriages 
that maybe 'early'. 


‘Forced' marriage: In India, given the imperative nature of marriage especially 
for women, the understanding of consent, choice in the context of marriage are 
complex. 'Forced' marriages may not necessarily coincide with early' as marriage 
at any age may be 'forced'. 'Forced! marriage is largely understood as coercion by 
members of the family, community on women or men to marry without choice or 
consent, marginalising structural forms of coercion that may be more covert. For 
example, a very small percent of women are able to exercise their right to make 
decisions about marriage. This may possibly imply the right to choose a partner 
but may not permit women to decide whether and when they would prefer 
to marry. Although some aspects of marriage that are often 'forced' especially 
for women such as virilocality are flagged in this report, ‘forced' marriage as a 
concept has not been included in the framework of analysis. 


Need health consequences therefore be explored not only for 'early' but also 
'forced' marriage and what could be possible ways of understanding these? It is 
important to note that in the literature reviewed, Marriage and marital status vis- 
a-vis early marriage was never clearly articulated. This silence on the linkages 
between marriage and age is reflective of social fears surrounding women in 
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their reproductive roles. Akin to the kind of anxiety ‘teenage pregnancies’ have 
generated, more in relation to a pointed socio-medical discourse on adolescent 
reproductive health that positions young adolescent mothers as ‘social rejects’ 
(rather than focusing on their health and reproductive rights); in India too, the 
stifling of data on the age of the young mother is to bring her in to the ‘legitimate’ 
category of the 'ever-married'. The lack of data on the variables that link age 
with marriage and the associated health consequences for women are seemingly 
subsumed under larger approval regarding marital status as a legal, absolute 
category. 


II. Policies, Programmes and Strategies 
The review of policies, programmes and strategies raise the following issues: 


* Policy and programme perspectives were largely restricted to the legal 
definition of child marriage, ie. marriage below 18 years (for girls). Even 
when reference was to 'early marriage’, for example, in the National Strategy 
Document on Prevention of Child Marriage (2013), it implies ‘child marriage’ 
in keeping with the definition of child marriage given above for girls. The 
differential legal age at marriage, which is 18 years for girls and 21 years for 
boys in India also requires further discussion. There is an obvious absence of 
any reference to early marriage of boys in the policies and programmes. 


¢ Age at marriage was not disconnected from perspectives of population 
in the policies and programmes. The motivation to delay age at marriage 
and thereby child bearing was linked to the notion of control of fertility 
through delay in marriage. On the other hand, programmes and schemes 
providing incentives for the delay of marriage for girls, invariably mandate 
conditionalities allowing access to those families that do not have more than 
two children and/or have opted for a permanent method of contraception. 
While the policies and schemes' focus was on improving the status of girl 
children/ adolescents, they created contradictory situations by adoption 
of the two child norm that has been proven to have extremely negative 
implications particularly for girls and women. 


* While some programmes, schemes that address health issues of girls, young 
women referred to child marriage, the latter was not necessarily viewed 
comprehensively nor as a public health concern. However, the more recent 
NHM places emphasis on early /child marriage as a determinant of health. 
While this is an important acknowledgement, other social determinants of 
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health such as poverty, discrimination, etc. need to be linked clearly to early 
marriage and the implications for health need to be explored substantively 
towards comprehensively addressing the issue. 

¢ The majority of strategies to tackle the issue of early marriage have been 
located outside the health system. Even though the NRHM includes a 
strategy Adolescent Reproductive and Sexual Health (ARSH) launched 
in 2006 and there is recognition that early marriage leads to many health 
complications, engagement on issues and strategies to address them 
continue to be limited. 


* Most programmes/schemes for adolescents, young people are focused or 
related to future motherhood, childbearing or controlling fertility. These 
programmess do not substantively address aspirations and concerns of 
adolescents such as their overall physical and mental well being. 


* That early marriage has implications for the mental health of young 
married women is acknowledged. However, the nature and extent of the 
impact on mental well-being in the context of early marriage, particularly 
when it is 'forced' marriage needs indepth study and understanding. The 
current research reviewed the Mental Health Programme; however, the 
programme focus is primarily medical - an understanding largely around 
mental ill-health - early detection and treatment, training to general 
physicians and health workers and public awareness generation through 
Information, Education and Communication (IEC) - rather than a more 
sociological understanding of mental well being. This is an area requiring 
indepth study. 


Implications for Health in the context of Early Marriage 


While the implications of ‘early’ marriage (mostly understood as below 18 
years) for health are well acknowledged, this is limited to only some aspects 
related to early Pregnancy, childbearing, etc. Currently, a range of other health 


of health and early marriage in India - for example, abortion, sterilisation, 
hysterectomies, mental health issues, etc. This is also likely because of the 
manner in which the discourse of early marriage and health has emerged. For 
example, the analysis of maternal health outcomes, it shows that women who 
experience early pregnancy, childbirth and have compromised nutrition levels 
are particularly vulnerable. Similarly, the continued Preoccupation with fertility 
and demographic transitions, has drawn attention to women in early marriages 
towards increasing use of contraception, towards controlling fertility. 
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Women and to some extent men in early marriages, are thus viewed 
instrumentally towards achieving larger public health goals. Therefore, the 
implications for health as a result of marrying early necessitates a different lens 


of inquiry and analysis in the future towards building substantive scholarship in 
this very important area. 


Implications for health in the context of marriage also pose complexities in its 
identification and measurement. That poverty, gender, caste, disability, sexuality 
and other axes of marginalisation impact health status, including access to health 
care is well recognised. This impact on women’s health begins very early for 
women and girls, while in their natal homes. The implications of early marriage 
for health, for example, on nutrition would therefore need to be cognisant of 
the continuum of impact which may have longer term impact. Therefore, future 
inquiry in the inquiry of implications for the health of women in early marriage 
would need to contextualise the consequences while attempting to identify 
health issues that are specific to or exacerbated by early marriage. 


III. Review of Data: Gaps and Limitations 


The following are some key areas that were identified as major gaps or issues 
following the review and analysis of the data on early marriage and health. 
The primary source of data has been the NFHS supplemented by the DLHS 
wherever relevant. Although the NFHS is a national health survey, it involves 
representational sampling and despite attempts to capture variations, it is quite 
limited. For example, for NFHS 3 interviews were conducted with about 230,000 
women aged 15-49 years and with men aged 15-54 years across India. 


; Absence of Data Collection and Analysis from an Early Marriage 
Perspective 


The preceding chapter has presented data relevant to the issue of early marriage 
and its linkages with health. However, this data from the NFHS and DLHS were 
not primarily about early marriage; the NFHS 3, for example, did not ask specific 
questions with regard to the consequences for health resulting from early/child 
marriage. The correlations have been made based on the available data. Thus, no 
data was collected nor analysed from an early /child marriage perspective. Fora 
more indepth understanding of the linkages between early marriage and health, 
the points of inquiry as well as the methodology would have to be reviewed to 
explore most effective ways of collecting this data. 
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Currently, therefore, data that is disaggregated by age and marital status serves 
as the default to understand the trends and patterns of early/child marriage. 
Similarly, with regard to health status, no specific data had been collected. 
However, age and marital status disaggregation is available for some of these 
indicators and have been presented and discussed in this report. Wherever such 
disaggregated data was unavailable, data that was available for the age cohort 
of 15-49 years, has been included and discussed. 


Further, even when age and marital status disaggregated information was 
available, it was not available for many of the indicators such as nutrition and 
anaemia, maternal health, problems in pregnancy, antenatal and post natal care, 
delivery care, child health, utilisation of ICDS by pregnant and lactating mothers, 
knowledge of HIV/AIDS and preventive methods, tuberculosis and diabetes. 


ii. Unavailability of Data on Marriage below the age of 15 years 


The key data sources, ie. the NFHS and the DLHS do not collect information 
for women and men below the age of 15 years. All data that is collected is from 
the age of 15 - 49 years. For the purpose of this research therefore, data has been 
presented and analysed only for this age range. Non-availability of data for girls 
below 15 years is not specific to India alone; there is data deficit globally for 
women and men below 15 years. Incidences and evidence of marriage even below 
the age of 15 years have been recorded in India. According to reports (UNICEF 
2013, ICRW) around 25 percent and 58 percent women aged 20-49 years at the 
time of the survey, were married or in unions before ages 15 and 18 years. 


One-third of the girls in the developing world were married before the age 
of 18 years and one in nine were married before the age of 15 years. The 
consequences of marriage below the age of 15 years were likely to be extremely 
serious and a systematic collection of data and analysis for this age cohort would 
be useful to understand the extent of the practice and to inform future strategies. 
Lack of information regarding this currently, implies silence at the level of 
policy formulation and programme implementation, leaving out a significant 
Proportion of these vulnerable girls and even boys with their health needs and 
consequences unaccounted for. 


iii. Unavailability of Disaggregated Data 


Disaggregated data is available for some categories but this is not consistent 
across indicators for which data is currently available. Data disaggregation 
enables a nuanced understanding of available data and issues. This is particularly 
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true in the context of data analysis regarding early marriage, which requires at a 
minimum data disaggregated by gender, age, and marital status. 


State-wise Data: The state-wise information of married adolescents (15-19 years) 
for child bearing, contraception usage, knowledge of STI/RTI including HIV/ 
AIDS, nutrition and anaemia was not available in the NFHS 3. However, some 
information disaggregated by age and marital status pertaining to ever married 
women aged 15-19 years who were pregnant at the time of the survey and 
married women aged 20-24 years who had two or more children was available 
in the AHS factsheet (2012-13) for nine high focus states. 


The incidence of early marriage and issues arising out of it varies across 
geographical locations. Variations need to be charted and chronicled in data 
to showcase the ways in which contemporary practices, regional cultures may 
or may not have a bearing on early marriage and its practice. State wise age 
specific information would be useful to make interventions in different states as 
per the specific context and need. 


Data across religious communities and social groups: There is no age disaggregated 
snformation for the different religious and social groups for the indicators such 
as pregnancy, current use of contraceptive methods, knowledge and information 
among non-users of contraceptive methods, unmet need for contraceptives, 
antenatal and post-natal care and services, place of delivery, knowledge of 
diarrhoea and acute respiratory infection management, spousal violence, etc. 
Such information, however, must be presented in a nuanced manner to ensure 
that it does not lead to profiling and stereotyping communities and groups. Age 
disaggregated information regarding the various indicators of early marriage 
for different religious and social groups would be useful to enable informing 
of future policy and programme formulation. Inclusion of such variables may 
facilitate more equitable processes, policies and programmes to address the 
issues and concerns, in particular, of vulnerable populations. 


Age and marital status data: The indicators listed below was not available for both 
the variables i.e. age and marital status: 


* Age disaggregated information vis-a-vis religion, caste, education and 
wealth status was not available. For example, age at first birth, teenage 
pregnancy and motherhood. 

Data on age at first birth and median age at first birth, for instance, would 
provide clarity on the timing of beginning of childbearing among young 
married women. 


1° 


Age disaggregated information on sexual violence experienced by married 

women was unavailable. Data on physical violence experienced by married 

women was not disaggregated by age. 

¢ Age classification was missing with regard to sources of contraception; 
data on informed choice about use of contraceptive methods and preferred 
method of contraception was not disaggregated by age. 

¢ Data on self-reported prevalence of STIs and STI symptoms did not include 

information on marital status in the different age categories. 


* Data on health problems during pregnancy was not disaggregated by age; 
data on initiation of breastfeeding was not disaggregated by the age of the 
mother. 

* Data on prevalence of anemia in children was not disaggregated by the 
age of the mother at the time of birth. This could have been useful in 
drawing correlations between the nutrition status of the mother and that 
of the child. 


Freedom of Movement: Age disaggregated information on married women’s 
freedom of movement, i.e., whether they were allowed to go to the market 
place, health facility or outside the village/community on their own - was not 
available. This data is key to understanding women’s access to health services as 
well as other necessary support, in situations of early marriage. 


iv. Health Issues: Limitations in Data 


The coexistence of morbidities along with the practice of early/child marriage 
increases the health risks faced by young women. As has been established in 
the previous chapter, early marriage may have multiple consequences and 
implications for the health of the young women, increasing their vulnerability. 
Data on the prevalence of morbidities among married women of different age 
categories would help in providing a clearer picture of the extent of health risks 
faced by the women in the different age cohorts. 


Nutrition and anaemia: Though age disaggregated information was available 
on the nutritional status and prevalence of anemia among women, age 


* Age disaggregated information of married women across religious 
communities, social groups, education levels and wealth index 
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Cross tabulation of age disaggregated nutritional and anaemic status of 
women and men vis-a-vis their employment status or wealth quintile would 
be useful to assess or form a correlation to their health status 


¢ Nutritional status of women by state, age and marital status 
e Prevalence of anaemia in women by marital status 
¢ Prevalence of anaemia in women and men by state, marital status 


* Anaemia in women who were pregnant and breastfeeding by age and 
marital status 


* Child nutrition status vis-a-vis age of the mother 


This information would be useful in highlighting the extent of vulnerability of 
young married women to health risks associated with poor nutritional status. 
DLHS does not have the data for nutrition and anaemia - neither for children nor 
for ever married women. 


Mental health: NFHS and DLHS data do not provide any information of the 
impact of early marriage on the mental health of women. Reporton early 
marriage stated that the abrupt end of adolescence, forced sexual relations and 
early pregnancies, and the denial of freedom and personal development have 
profound psychological and emotional consequences [UNICEF (2001)]. Young 
brides often feel isolated, rejected and depressed in the marital home. Loss of 
childhood and adolescence, the opportunity to play, develop friendships and 
be educated. Data on the mental health consequences of early marriage would 
be helpful in formulating appropriate programs to address these consequences 
effectively. The third rounds of DLHS and NFHS did not collect any data with 
regard to mental health. This is an important aspect of health that should be 
covered through future surveys. 


Violence against Women: While NFHS 3 provides some information on spousal 
violence and sexual violence, data on gender-based violence is a fraught terrain 
with barriers to reporting and documentation. Further, as discussed earlier in 
the report, while the PWDVA recognises sexual violence within marriage, the 
IPC criminalises sexual relations in a marriage below 15 years but is silent in 
situations above 15 years. This also highlights the serious issues regarding 
consent and age of consent. Early marriage in that sense comes embedded with 
violence, particularly sexual violence given the ‘obligations’ that a young woman 
is expected to fulfill as a spouse. 


However, like other aspects of data on marriage and women, this form of 
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exclusion exhibits the sacrosanct status that marriage occupies within social and 
policy discourse — where the complete picture is not sufficiently discussed. 


Further, there is no data available on other forms of violence such as child sexual 
abuse and caste based violence in the available government data sources. The 
lack of adequate data on the various forms of violence provides an incomplete 
picture of the extent of abuse faced by young women within marriage. 


Prevalence of morbidities: There is no age disaggregated information on the 
prevalence of tuberculosis, diabetes, asthma or other thyroid disorders, and 
tobacco and alcohol use among married women. The data either provides 
information for all married women aged 15-49 or for all women (married and 
unmarried) aged 15-19 and 20-24 years. 


Contraceptive use: Age disaggregated data on informed choice about use 
of contraceptive methods is not available for married women. Similarly, age 
disaggregated information on preferred method of contraception for future use 
for married women was also not available. There are a number of constraining 
factors which prevent women from exercising their choice to safe, quality 
contraception. These factors may get stronger and more coercive within 
the arrangement of marriage. Therefore age disaggregated data on married 
womens ability to access information or make an informed choice in the use of 
contraceptive methods would be useful to get an idea of the social and gender 
dynamics prevailing in their lives which determine their ability to negotiate use 
of contraception. 


v. Non- Availability of Data regarding Accessibility to and Utilisation of 
Health Care Facilities and Services 


Data regarding access to health care facilities and services (at the Sub-centre, 
Primary Health Centre (PHC), Community Health Centre (CHC) and District 
Hospital) such as reasons for visiting to health care facility, reasons for not 
accessing or problems faced while accessing it, were unavailable by age and 
marital status in the NFHS. Information on what facilities or services were 
available at various levels was also not collected - such as services for sexual 
health, safe abortion, hysterectomies, tuberculosis, diabetes etc. 


Apart from availability and accessibility, data on utilisation of health care services 
was not available - for example, numbers of safe abortions or hysterectomies, 
etc. and similarly for other health issues. The absence of this information poses 
difficulties in ascertaining comprehensively the experiences of interface of 
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married women, in particular women in early marriages, with the health care 
system. Similarly, services such as supplementary nutrition, immunisation, health 
check-up, referrals, nutrition supplements and health education are available 
for pregnant and lactating mothers through the Integrated Child Development 
Scheme (ICDS). However, age disaggregated information on the use of these 
services was not available in the data sources. Such data would be useful in 
ascertaining the problems faced by young married women in accessing these 
services and consequently advocating necessary steps to ensure improved access. 


The DLHS data includes information about health facilities such as infrastructure, 
human resources and supply of drugs and instruments at different levels of 
the health system - the Sub-centre, Primary Health Centre (PHC), Community 
Health Centre (CHC) and District Hospital is collected across states. However, the 
absence of disaggregated data prevents an effective understanding of utilisation 
of these services. Disaggregated data would facilitate a better understanding of 
access to health care for young women in situations of early marriage to ascertain 
possible barriers towards informing strategies and action at multiple levels. 


Health seeking behavior: NFHS and DLHS do not capture health seeking 
behavior of young persons who are married. This would enable a clearer picture 
of ailments and sources of health care that women and men use. NFHS and DLHS 
data primarily focuses on urban-rural divide and fails to capture the impact 
of early/child marriage on vulnerable groups such as dalits, tribals, religious 
minorities and women with disabilities. 


IV. Areas for Future Research 


Previous sections of the report have clearly pointed to several gaps in data in the 
NFHS. Further, the NFHS sampling is representative that makes it impossible 
to capture comprehensively, in particular qualitative aspects of the linkages 
between early marriage and health. Based on these gaps, the following are some 
areas that have been identified for future inquiry: 


° The prevalent vulnerability of young girls in marital relationships resulting 
from gendered norms and unequal power relationships and poor availability 
and access to information, health care and support are bound to affect young 
women in early marriages very deeply. Linkages between early marriage 
with gender based violence (domestic and sexual violence) and the impact 
on mental health, is an area for future study. However, there are likely to be 
a range of factors along with violence that determine and impact the mental 


79 


health and well being of women. Research to deepen understanding on the 
contributing factors and implications of early marriage on the mental health 
of women/ girls; coping mechanisms, support and health care accessible 
to them at different levels are aspects that are critical. The research is also 
expected to inform ongoing initiatives like the (RKSK) with young people, 
which have recognised gender based violence and mental health of young 
people as key areas for intervention. 


In the course of the current research, the RKSK was reviewed, which also 
includes indicators with specific focus on early marriage. The indicator 
looks at enhanced access to information to 'create support and influence 
cultural norms to reduce early marriage'. The implementation of the RKSK 
is underway, reflected through proposed budgets in some of the states. This 
provides an important opportunity to study the following: 


= Scope of recognition, understanding and addressing of early marriage 
as a health issue. 


=» Strategies, interventions being operationalised through the health 
system to address early marriage. 


= Impact of the strategies, interventions in (i) prevention of early marriage; 
(ii) improving access to reproductive and sexual health information and 
health care for women and men who are in early marriage situations. 


Such a research would provide critical insights towards assessing strategic 
interventions in the context of early marriage as a public health issue and 
engagement of the health system in addressing it. 


Review of the Annual Health Survey (AHS - 2010-11) data across nine high 
focus states of Uttar Pradesh, Chhattisgarh, Madhya Pradesh, Uttarakhand, 
Jharkhand, Orissa, Bihar, Assam and Rajasthan revealed that the proportion 
of women aged 15-19 years, who had begun childbearing at the time of the 
survey was significantly high. Moreover, across all the nine States, a large 
percentage of married women aged 20-24 years had two or more children. 
Women/ girls in early marriages had limited access to information and safe, 
quality health care including contraceptive methods. The AHS as well as 
recent fact findings as in Bilaspur, Chhattisgarh following the tragic deaths 
after sterilisation, also reveal the large numbers of young women in their 
early to mid twenties undergoing sterilisation, resulting in early and repeated 
pregnancies, exposing young women to a number of health risks. Primary 
research to build an indepth understanding of the reproductive health 
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issues including access to health care - through documenting perceptions 
and experiences of women (currently or in the past) in situations of early 
marriage is another potential area of inquiry. 


Exploring the implications of early marriage in the context of vulnerable 
groups is important; the motivations and implications of early marriage 
due to vulnerabilities necessitates nuanced understanding. Such inquiry 
will provide insights on continuing social and normative perspectives on 
marriage towards informing future strategies. 


Assessing the impact of convergence and overlaps of diverse schemes to 
address early marriage is pertinent. Exploring the efficacy of the diverse 
initiatives to address early marriage and their impact as well as their 
limitations are also important areas to explore. 
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List of Central and State Initiatives on Early/ Child Marriage and Health 
Central Initiatives 


Five Year Plans 


(1 ——si[ Tenth Five Year Plan 2002-07, Planning Commission 


1 
Eleventh Five Year Plan 2007-12, Planning Commission 


[3 = Twelfth Five Year Plan 2012-17, Planning Commission 


3 

2 National Policy for the Empowerment of Women 2001, Ministry of Women & 
fo Child Development 

[4 [National Health Policy 2000, Ministry of Health & Family Welfare 
5 Policy on Control of Nutritional Anemia 1991, Ministry of Health & Family 
MIE rnamalaiammmimiienee e600 > 


1 Rashtriya Kishor Swasthya Karyakam 2014, Ministry of Health & Family 
ional" 
2 Janani Suraksha Yojana 2005, Ministry of Health & Family Welfare 
Janani Shishu Suraksha Yojana 2011, Ministry of Health & Family Welfare 


National Health Mission (2012-17), Ministry of Health & Family Welfare 
Nutritional Programme for Adolescent Girls 2002, Ministry of Women & Child 


5 
districts) 


Development (the scheme has been merged with SABLA in the year 2010 in 200 
Rajiv Gandhi Scheme for Empowerment of Adolescen 


Ministry of Women & Child Dev. 
7_____|National Iron + Initiative 2013, Ministry of Health & Family Welfare 
Integrated Child Protection Scheme 
Sao ~~~ yeaa aeieaaiansisis 
wees Integrated Child Development Services (ICDS 


Adolescent Girls (AG) Scheme 2000 (under ICDS)- redesigned as Kishori Shakti 
Yojana (KSY) 2000, Ministry of Women & Child Development 
Ministry of Women & Child Development 

School Health Program (under NRHM) 2008, Ministry of Health and Family 
Welfare 


ee Dhanalakshmi Yojana 2008, Ministry of Women & Child Development 
National Population Education Program (NPEP) 1980, Ministry of Human 
Resource Development 


Bal Vivah Virodh Abhiyan (Child Marriage Protest Program) 2005, National 
Commission for Women 
aS National AIDS Control Programme 1992, Ministry of Health & Family Welfare 
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13 Adolescent Education Programme (AEP) 2005, MHRD & NACO (Supported 
by UNFPA) 

15 

16 


Adolescent Reproductive and Sexual Health (ARSH) Strategy (adolescent 
health initiative of RCH Programme II) since January 2014 subsumed under 
RKSK, Ministry of Health & Family Welfare 


Reproductive Maternal, Newborn Child and Adolescent Health Strategy 
(RMNCH +A) 2013, under NRHM, Ministry of Health & Family Welfare 


The Child Marriage Restraint Act (Sarda Act), 1929 repealed by Prohibition of 
Child Marriage Act, 2006 


Prohibition of Child Marriage Act, 2006 


Jiten Bouri v State of West Bengal, [II (2003) DMC 774] Cal, the Calcutta High 
Court while permitting the minor girl to join her husband 
Makemalla Sailoo v Superintendent of Police Nalgonda District , [Il (2006) DMC 
4 AP], the Andhra Pradesh High Court held that although child marriage is 
an offence under the Child Marriage Restraint Act, such marriages are not void 
as per the provisions of both, the Child Marriage Restraint Act as well as the 
Hindu Marriage Act 

that marriages solemnised in contravention of the age are not void 
Sunil Kumar v. State, NCT Delhi [I (2007) DMC 786] wherein the father had 
confined the girl illegally, it was held: “If a girl of around 17 years runs away 
from her parents’ house to save herself from their onslaught and joins her lover 
or runs away with him, it is no offence either on the part of the girl or on the 
part of the boy.” 
Kokkula Suresh v. State of Andhra Pradesh [I (2009) DMC 646], the High Court 
reaffirmed that the marriage of a minor girl below18 years is nota nullity under 
the Hindu Marriage Act and the father cannot claim her custody 
Muzaffar Ali Sajjad And Ors. vs State Of Andhra Pradesh on 9 November, 2001 
{2002 (1) ALD 112, 2001 (2) ALT Cri 497, 2002 CriLJ 1068} - Thus the accused 
performed the marriage of the girl below the age of 18 years, which is an offence 
punishable under Sections 4, 5 and 6 of the Child Marriage Restraint Act, 1929. 
It was mainly contended for the petitioners that the Shariat Act is applicable to 
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State Initiatives 
P| Schemes [State 
Ladli 2005, Department of Women & Child Development 


2 Mukhya Mantri Balika Bicycle Yojana 2008-09, 
aa Department of Education Bihar 


Development Project 1994, Department of Women and 
Child Development Haryana 


Hunar, 2008-09 National Institute of Open Schooling and 
7 Mamta Taruni Abhiyan 2006, Health and Family 
Chiranjivi Yojana 2006, Health and Family Welfare 
Apni Beti Apna Dhan (ABAD), 1994, Department 
P| simenassetaventpeen 


Chandigarh 
10 Balika Mandals 2000, Department of Women 
ie a 
11 Bhagyalakshmi 2006-07, Department of Women 
Be Revie 
Bal Bhavan 1989, Social Welfare Department | Manipur 
Beti Hai Anmol 2010-12, Directorate of Women and 
Child Development, Department of Social Justice 
and Empowerment Himachal Pradesh 
14 Ladli Lakshmi Yojana 2007, Department of Women and 
Child Development 
15 Laadli 2008, Department of Women and 
cal alin 2 = 
Social Welfare Department Bihar 
Family Welfare 


18 Kanyashree Prakalpa 2013, Department of Women and 
Child Development 
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1. Trends in Early Marriage 


Table 1.1: Gender disparities in median age at first marriage in both rural and urban areas 


‘Percentage of women age 20-24 who were first married by exact age 18 
*Percentage of women age 18-29 who were first married by exact age 18 and percentage of men age 21-29 
who were first married by exact age 21 


Source: NFHS L II III 


Table 1.3: Median age at marriage across religious communities for women aged 25-49 years 


Median age at marriage 


Other religion 
Source: NFHS III, 2005-06 


Source: NFHS III, 2005-06 
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Table 1.5: Percentage of men and women who get married before the legal age of marriage at 21 
and 18 years respectively across generations 


a. a 
Te ae ade. [es 
Ee a ree 55.4 
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Source: NFHS III, 2005-06 


Table 1.6: Median age at first marriage among women and men aged 25-49 by 
education status 


io i a aa comms 
Less than 5 years education a a 
i. | a | 
Rect es | a | a 


Wealth Index 
Lowest wealth index 
Second wealth index 


Fourth wealth index La 
Highest wealth index = a 


A = Omitted because less than 50 percent of the men were married for the 
beginning of the age group; Source: NFHS III, 2005-06 


first time before reaching the 
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2. Nutrition and Anaemia 


Table 2.1: Prevalence of anaemia in women 
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Nutritional Status of Women 

Table 2.2: Percentage of women below 145 cm, mean body mass index (BMI), and percentage with 
specific BMI levels 

Percentage of women age 15-19 and 20-29 
Age Body Mass Index (BMI)* in kg/m2 
Less than Overweight/obese 
18.5(total thin) Greater than 
or equal to 25.0 


Highest wealth index 


*Excludes pregnant women and women with a birth in the prece 
is used to define thinness or acute under nutrition and a BMI of 25 or above indicates o 
(is also considered result of poor nutrition) 

1A ge classification of currently married not available 

>The cutoff point for height, below which a woman can be identified as nutritionally at risk, varies among 
populations, but it is usually considered to be in the range of 140-150 centimetres (cm). A cutoff point of 
145 cm is used for NFHS-3 
Source: NFHS III - 2005-06 
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3. Knowledge And Use Of Contraceptive Methods 


Table 3.1: Knowledge of contraceptive methods by Women 
Percentage of currently married women ( 15-49 years)who know any contraceptive method by specific 
method, India, 2005-06, and NFHS-2 and NFHS-1 


Modern method Traditional method 


Any | Any | Female} Male IUD | Injec-| Condom/ | Female |Emer- | Other Rhy- | With- 

met- | mod- tables} Nirodh |Con- modern i- | thm | dra- 

hod | ern dom method | ti wal 
hod 


India| 99.3] 99.2/98.4 | 83.2 | 87.2|743 [526|761 [83 [9 |o1 [57.7 | 481 [363 [54 | 
| NFHS-? | 99.0[98.9[98.2 [89.3 | 795]706[u [710 [uu fu fu (| 451/312 Ju 


ners] s5a|s55 [ose [es | eealoos [193561 Ju fs fu fu [49 [20a Ju] 


u = Not available 
Source: NFHS III - 2005-06 


Table 3.2: Knowledge of contraceptive methods 
Percentage of all women and men, currently married women and men, and never 
married women and men age 15-24 who know any contraceptive method and by 
specific method, India, 2005-06 


women married | married men married | married 
women | women 


98.9 
95.9 98.8 
53.4 94.7 
86.5 
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Condom/ Nirodh 04.8 
Female condom 120 
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Table 3.3: Knowledge of modern contraceptive spacing methods and emergency contraception 
Percentage of women and men age 15-24 years who know about selected modern contraceptive 
spacing methods and emergency contraception by marital status, according to background 
characteristics, India, 2005-06 


contraception 


Never Ever Never Ever Never Ever Never Ever 
married | married | married | married | married | married | married | married 


Age 
is19 «dC | | MO | va | 80 | o77 | 52 | 79 | 
028 SSC*~=~dSC‘S || OS 793 |_779 


7 [19 | se | 562 | 382: | a | 13 | 48 | 
674 
0 | 9 4 [07 


Lowest 63.0 82.0 28.3 51.0 42.1 61.0 3.0 5 
Second 71.0 85.4 36.0 60.0 52.5 69.1 3.2 Zl 
79.3 41 


o 


~~ 
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fFourth ss «80-4 91.0 368 | 62.7 : i : 
a 
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Table 3.4: Percentage of men and women aged 15-24 who know at-least one contraceptive 
method and one modern method by background characteristics 


Background 
characteristic 


Residence 


Years of Education 


[10-11 years education | 972 | 971 | 921 | 990 | 990] 985 
[12 or more years education | 988 | 988 | 969 | 997 | 997 | 997] 
Wealth Index 


‘Female sterilisation, male sterilisation, pill, IUD, injectables, male condom, female condom, emergency 
contraception, and other modern methods. 
Source: NFHS III - 2005-06 


Table 3.5: Percentage of currently married women aged 15-24 years who are aware of different 
methods of contraception 


ILL ECP |Injectables} Condom! Female Rhythm 
rawal_ |condom 


1 | 85.2 | 28.2 [51.4 743 [11.0 (|490 [362 


74.0 | 86.1 75.0 |124 {533 | 405 


Table 3.6: Percentage distribution of currently married and sexually active unmarried women 
aged 15- 19 and 20-24 years by contraceptive method currently used 


Female | Pill Withd- |Not 
ail 

method | sation using 

Total (15-49) 4 


Sexually active u 
Aget5-19 [141 [9.0 [0.0 
Age 2024 [27 —[n.5 —Jo2 ne 


11.5 
Total (15-49)] 37.7 [36.3 [329 |10.9] 


Withd- 
rawal 
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Table 3.7: Current use of contraception by background characteristics 

Percent distribution of currently married women age 15-24 years by contraceptive method currently used, 
according to background characteristics, India, 2005-06 

Modern method Traditional method 


Any Any Inject- |Condom Ryt- | Withd- | Fork 
ic |method |modern |sterili- |sterili- ables hym |rawal | method | currently 
method |sation |sation 


Education 


No education] 21] 157 [108 [01 [i9|o4[ 01 | 24 | 00 | 53 [40] 12 | oa | 709 | 
a ee ee | ae | 


on ; ee : : ak HE | 


Other 
modern |tradiional 
method |method 


we [DS [90 [02 pales, [1s | 00 | 60 [4a] 15 | 02 [ a0 | 
Second | 244 | 172 | 102 [02 [aajo3| oo | 26 | 01 20 
Middle [278 [205 | 122|02 [elo7}o2| 36 | 00 | 74 |ae| 27 | 01 | 677 
7 [m0 [00 [46[21] 01] 79 | 00 | 65 |38[ 26 | oa | o7 
26|57| 02 | 147 a7] 33 | 00 


Table 3.8: Percentage distribution of currently married and sexually active unmarried women aged 15- 19 and 
method currently used 


Sexually active unmarrie aca 
fAge15-19 [141 | ite _ | 0.0] Oi (51_ eee 
mee [1s ome [oo \ommiice -\12 sme [0s aR 
Toul 5-4) | 377363329 [109 [oa [a6 | 7 
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20.24 
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MES 0 es 


45-49 
Source: NFHS III, 2005-06 


Table 3.10: Need for family planning among currently married women 
Percentage of currently married women age 15-49 with unmet need for family planning, 
percentage with met need for family planning, and total demand for family planning, by 


background characteristics, India, 2005-06 


Unmet need for Met need for family Total demand for 
For For | Total} For For | Total | For For | Total eines 
|_| paging” | peg hing |" peg hg 


15- 


aay 
\o 


‘Unmet need for spacing includes pregnant women whose pregnancy was mistimed; amenorrhoeic women 
who are not using family planning and whose last birth was mistimed, or whose last births was unwanted 
but now say they want more children; and fecund women who are neither pregnant nor amenorrhoeic, 
who are not using any method of family planning, and say they want to wait 2 or more years for their next 
birth. Also included in unmet need for spacing are fecund women who are not using any method of family 
planning and say they are unsure whether they want another child or who want another child but are 
unsure when to have the birth. Unmet need for limiting refers to pregnant women whose pregnancy was 
unwanted; amenorrhoeic women who are not using family planning, whose last child was unwanted and 
who do not want any more children; and fecund women who are neither pregnant nor amenorrhoeic, who 
are not using any method of family planning, and who want no more children. Excluded from the unmet 
need category are pregnant and amenorrhoeic women who became pregnant while using a method (these 
women are in need of a better method of contraception). 

*Using for spacing is defined as women who are using some method of family planning and say they want 
to have another child or are undecided whether to have another. Using for limiting is defined as women who 
are using and who want no more children. Note that the specific methods used are not taken into account 
here. 

*Nonusers who are pregnant or amenorrhoeic whose pregnancy was the result of a contraceptive failure are 


not included in the category of unmet need, but are included in total demand for contraception (since they 
would have been using had their method not failed). 
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Table 3.11: Informed choice 

Among women who are current users of selected modern contraceptive methods who started the last 
episode of use within the five years preceding the survey, the percentage who were informed about 
possible side effects or problems of that method, the percentage who were informed about what to 
do if they experienced side effects, and the percentage who were informed about other methods they 

could use, by method and initial source of method, according to residence, India, 2005-06 

Method/source Percentage who were | Percentage who were| Percentage who were 

Informed about side |Informed about what| informed by a health or 

effects or problems of| to do if experienced |family planning worker 

method used side effects about other methods 
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4. Early Pregnancy And Maternal Health 


Table 4.1: Children ever born and living 
Percent distribution of all women and currently married women by number of children ever born (CEB), and 


mean number of children ever born and living, according to age, India, 2005-06 
Number of Children Ever Born 


3.14 
3.35 


3.57 
3.90 


Ley] SS) | Sy ell fe 
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Table 4.2: Initiation of child bearing and motherhood 
Percentage of women age 15-24 years who have had a live birth or who are pregnant 
with their first child, and percentage who have begun child bearing by background 
characteristics, India, 2005-06 


Background Characteristic Percentage Who are _| Percentage who have 
a Live Birth [Pregnant with First Child| Begun child bearing 


Age 
|. (cums (2 same] 25 ae 
— a ee =| foe | GA ee 
| cc =~ Solem | ee 
— | comme. Gl meee | eee 
— | 2a CO | 
| cime. <Oom | oceeme| 
|: aaa ome | eae 

2 
23 


78.6 


80.6 
Residence 


26.9 
395 


oO 


0.1 


| 
: 
| 
) 


== Se a 
—— | a <oe | aa 
Se a eo 
Sa nn a a 


Wealth Index 
6. 


| 
i 


0. 


aS 
fo) 


20.9 


| 
' 


Source: NFHS III - 2005-06 


Table 4.3: Percentage distribution of married women aged 15-19 years and 20-24 years by the 
number of tetanus toxoid injections and iron folic acid tablets/syrup received during pregnancy, 
and the percentage who received full antenatal check-up 

Women who consumed Full antenatal 
IFA tablets/syrup check-up’ 


syrup consumed 
Source: DLHS III, 2007-08 
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Table 4.4: Antenatal care services and information 
Among women age 15-24 with a live birth in the five years preceding the survey who received antenatal 
care for the most recent live birth, percentage receiving specific services and information on specific signs of 
pregnancy complications and where to go if there was a pregnancy complication, according to background 
characteristics, India, 2005-06 


Percentage receiving selected services 
during antenatal care 


Background Weighed 
Characteristic 


Table 4.5: Percentage distribution of married women aged 15-19 years and 20- 24 years by the 
number of antenatal checkups 


cee OC 100 


Percentage delivered 
in a health facility 
38.0 
39.8 
21,7 
57.0 


Table 4.6: Place of delivery 


Percent distribution of live births in the five years preceding the survey by place of delivery, and percentage 
delivered in a health facility, according to background characteristics, India, 2005-06 


Characteristic 
Mother's Age at Birth 
Birth Order 


Background 


39.4 
19.6 
10.9 
67.5 
28.9 
28.0 
ifs W2 
46.5 
58.8 
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Table 4.7: Reasons for not delivering in a health facility 
Percentage of women who had a live birth in the five years preceding the survey by FeAeOnE for not 
delivering the most recent live birth in a health facility, according to residence, India, 2005-06 


Too far/no transport ‘ J 
Don’t trust facility/poor quality service] 40 | 24 | 26 


No female provider at facility 
Husband/ family did not allow : 

aa a ee os ee 
aera 


Other 
Source: NFHS III - 2005-06 


Table 4.8: Percentage distribution of married women aged 15-19 years and 20-24 years according 
to main reasons for not going to health institutions for delivery 


Source: DLHS III, 2007-08 


Table 4.9: Neonatal, post-neonatal, infant, child, and under-five mortality rates for the five-year 


period preceding the survey by mother’s age at the time of birth 
Mother’s Neonatal Post-neonatal Infant Child Under five 
morality moral 


20.29 
sme el RECS DN Gs ees es 


Neonatal mortality: The probability of dying in the first month of life 

Postneonatal mortality: The probability of dying after the first month of life butbefore the first birthday 
Infant mortality : The probability of dying before the first birthday 

Child mortality : The probability of dying between the first and fifthbirthdays 

Under-five mortality : The probability of dying before the fifth birthday 

Source: NFHS III, 2005-06 


Table 4.10: Health problems during pregnancy 
Among women who had a live birth in the five years preceding the survey, percentage who 
experienced specific health problems during pregnancy for the most recent live birth, by mother’s 
age at birth, India, 2005-06 


5. Reproductive Health Problems And Awareness Of 
RTIS/STIS And HIV/AIDS 


Table 5.1: Percentage of all women and men aged 15-24 who have heard of AIDs 


Source: NFHS III, 2005-06 


6. Empowerment and Decision Making 


Table 6.1: Women’s freedom of movement 
Percent distribution of women by whether they are allowed to go alone, only with someone else, 
or not at all to the specified places by residence, India, 2005-06 


Face [Alone ___| With someoneclseonly[ _Notatall___| 
| ——SS—«*{ Rural | Urban | Total | Rural 
4 


To the health 
facility 41.5 60.3 47.7 53.0 36.2 47.5 55 3.5 


0. 
To places 
outside the 34.0 Sh 56.6 48.0 So ak 8.5 
village/ 
community 


Source: NFHS III, 2005-06 
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